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Accidental hemorrhage, concealed hem- 
orrhage, abruptio placentze and ablatio 
placentz are the different names applied 
to the obstetrical complication treated of 
in this paper. 

The principal pathology of this condi- 
tion is the premature separation, or de- 
tachment of the normally situated pla- 
centa. 

Accidental hemorrhage and concealed 
hemorrhage were the names given to this 
complication until Holmes, in an article in 
the American Journal of Obstetrics, in 
1900, suggested the name Ablatio Placen- 
te, as a more scientific designation of the 
condition, and in 1904, DeLee suggested 
the name, Abruptio Placente. 

The first writer, so far as I have been 
able to find, to describe this form of hem- 
orrhage, and differentiate it from placen- 
ta-previa, seems to have been one, Rigby, 
in 1776, after which time there seems to 
have been very little effort to make any 
distinction between the different forms of 
hemorrhage during the latter months of 
pregnancy, until about 1878 when Goodell 
called attention to the difference in the 
two forms and distinguished one from the 
other. 

The early writers did not seem to recog- 
nize the abnormal attachment of the pla- 
centa, near the os-uteri, in placenta-pre- 
via, but believed that it had been attached 
to the fundus of the uterus, and had by 
some means become detached and had fal- 
len to the lower segment of the uterus. 

In Playfair’s Third American edition, 
in 1879, | find the first recent literature 
on this very important complication of ob- 
stetrics. 

Edgar, in his work on obstetrics, 1906, 
treats of the subject quite extensively ; and 
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in a recent issue of the Journal of the 
American Medical Association there ap- 
peared a short article on the subject. 


Other authors in my library touch the 
matter merely and do not seem to conside? 
the subject of very much importance. 


Ablatio placentz, is much more com- 
mon than the perusal of the literature 
would lead one to believe. 


Holmes gives the ratio as one to two 
hundred cases of child birth; and the rate 
of mortality, as regards both mother and 
child, according to the same author, makes 
it one of the gravest complications of ob- 
stetrics. 

Holmes gives the mortality, as regards 
the mother at sixty percent, and the feetal 
deaths at ninety per cent. 

I surely can not agree with the figures 
just given, that one out of every two hun- 
dred cases of obstetrics is complicated 
with this very serious condition; for the 
reason that, in a practice of over forty- 
three years, with the usual amount of ob- 
stetrics, | have only seen one case of the 
complication that was serious enough to 
give me any concern, or really to recognize 
it as such. 

It is very probable that there have been 
other cases that were not extensive enough 
to attract attention; but surely there is 
not one case in every two hundred cases 
of obstetrics, severe enough to cause any 
such a mortality as given by the author 
just quoted. 

The causes of this condition, according 
to the writers are very numerous, and they 
generally agree that, the principal predis- 
posing causes, are anemia with the accom- 
panying general weakness, of the woman, 
diseased condition of the decidua, neph- 
ritis or any of the other forms of the toxe- 
mias that are liable to intervene during 
the pregnant state. 

The exciting causes are given as some 
trauma, such as falling, lifting, reaching 
up, or any thing that has a tendency to 
bring the abdominal muscles into sudden 
or violent contraction; and it is said that 
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the results of the trauma may not appear 
for several days. 

There are two different forms of this 
condition; one where the hemorrhage is 
entirely concealed and the other where the 
blood finds its way to the os-uteri and 
shows in the vagina; the former being 
much more serious, as there may be no 
warning of the trouble until the woman 
is near death from shock and exsanguina- 
tion; whereas in the latter form the hem- 
orrhage is frank and proper treatment 
may be instituted. 

The diagnosis in this condition should 
not be very difficult, especially if the 
blood appears at the os-uteri, and the os 
sufficiently dilated to admit the examin- 
ing finger; in such a case if we do not 
feel the placenta, we can be sure that we 
have a separation of the placenta higher 
up; however, when the hemorrhage is con- 
cealed the diagnosis becomes much more 
complicated, and we must depend on the 
condition of the patient whose symptoms 
are very much the same as those produced 
by hemorrhage under other conditions, to- 
gether with the pain in the abdomen, and 
if the hemorrhage is extensive an enlarge- 
ment of the uterus soon appears if the 
blood does not escape from it. 


It is said that some of the blood may 
find its way into the amniotic sac; while 
that might be possible, it would seem to 
me very improbable. 

Rupture of the uterus is given by some 
writer as a condition that might compli- 
cate the diagnosis, although that surely 
would be very unusual. 

Before the os is sufficiently dilated to 
admit the finger, and blood appears at the 
os, we cannot be sure whether we have a 
case of placenta-previa or a detachment of 
the plancenta at its normai situation. 

Of course, like many other conditions a 
diagnosis is much more easily made after 
the termination of the case than before. 

If taken with the symptoms above given, 
we have, on the delivery of the feetus, a 
lot of well formed blood clots, and more 
of them on the delivery of the placenta, 
the diagnosis is confirmed. 

As to the treatment: If the symptoms 
indicate the loss of much blood, the indi- 
cations would be to empty the womb and 
secure contractions at once. 

If the os is sufficiently dilated, or easily 
dilatable and the head engaged, a forceps 
delivery would be in order, and if the head 
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is not engaged, a version can be resorted 
to; if neither of these can be done a Ce- 
sarean section should be done, if the con- 
dition of the patient will permit. 

If the hemorrhage is not profuse, and 
the condition of the patient is good, th« 
vagina may be packed, a firm bandage 
applied to the abdomen, the patient care- 
fully watched and labor terminated in the 
natural way. 

I will here report the only case that | 
have ever had that was of importance 
enough to give me any concern, 

About ten o’clock, p. m, November 21, 
1921, I received a call to see a woman six 
miles in the country, who, the party call- 
ing said was pregnant, but was not in la- 
bor, or threatened with miscarriage, but 
was coughing herself to death. 

| was in the house of the patient within 
an hour, and found the woman in a state 
of profound shock, breath short and 
gasping, pulse very weak and very rapid, 
patient claiming that she could not see, in 
fact she was almost exsanguinated. 

I was told that the membranes had 
ruptured a short time before my arrival 
and had flooded the bed and even the floor 
so that it had to be mopped up. 

There was much tenderness over the ab- 
domen which was very large, notwith- 
standing the large amount of water that 
had escaped; the pains were regu'ar and 
labor seemed to be progressing very well. 

Upon examination I found a small ill- 
shaped head presenting at the os which 
was well dilated, the head freely movable 
in the pelvis, and when the hand was re- 
moved it was covered with blood. 

I left the bed to prepare a hypodermic 
injection, but before I had it ready the pa- 
tient called, and on going to the bed, | 
found a small anencephalic feetus, together 
with a lot of well formed blood clots in the 
bed; the foetus was dead, and had been for 
some time and would have weighed three 
or four pounds. 

The womb was still so large that I ex- 
pected to find another fcetus, but found 
none, and I immediately delivered a med- 
ium sized placenta, and still the uterus 
was large; on making pressure over the 
fundus, a large number of well formed 
blood clots were expelled, the womb con- 
tracted satisfactorily, and the condition of 
the patient indicated that the battle was 
won. 

The woman went on to convalescence 
without further trouble. 
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This woman was 38 years old, of me- 
dium size, the mother of six children, four 
of them alive; she had usually enjoyed 
good health, until her present pregnancy, 
which was eight months advanced, when 
she began to feel badly, had been very 
weak, had dizzy spells, her sight bothered 
her, had blind spells, and had felt very 
miserable for several months. 

I saw the patient the next day and found 
her getting along very nicely. 

On taking her blood pressure | was 
very much surprised to find the systolic 
pressure 180, after the great loss of blood 
she had sustained. 

The urine contained a large amount of 
albumen but no casts. 

I saw this woman several times after 
her recovery and bel'eve she is yet enjoy- 
ing her usual state of health. 





o— 
CONDUCT OF THE AVERAGE 
OBSTETRICAL CASE* 


CALVIN R. HANNAH, M.D., F.A.C.S. 
Professor of Obstetrics, Baylor 
University, College of Medi- 
cine, Dallas, Texas. 


Obstetrical patients should have a com- 
plete physical examination early in gesta- 
tion. This examination should be care- 
fully and systematically made, and the 
findings from history and clinical examin- 
ation recorded. The parturient patient 
should be healthy and physically qualified 
to meet the extra requirement of preg- 
nancy, and this thought should b> kept in 
mind during the examination. Careless- 
ness has no place in this examination, and 
the physician who realizes his responsi- 
bility will exercise thoroughness and ac- 
curacy in the examination of the expect- 
ant mother that she may receive worth 
while service. It is not amiss when con- 
sidering the health of the expectant mother 
that attention be given to the health of 
the husband and that he be examined and 
treatment instituted for the correction of 
errors of habit, functional disturbances 
and other abnormal conditions which may 
exist as these may have a bearing on the 
health and life of the mother and babe. 

The vital organs, and especially those of 
respiration, circulation, digestion, elimin- 
ation, the glands, and foci of infection 
*Read before the Section on Obstetrics and VDedi- 
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should receive special attention in the ex- 
amination of the expectant mother. An 
outline of diet, instruction relative to the 
amount and character of exercise, rest 
periods and social activities should be 
given to the patient at this time. 

The unborn babe in its uterine environ- 
ment must cope with conditions which 
may retard its development and affect its 
health in later life; and one of the cap- 
stones in preventive medicine during the 
next decade will be progress in the science 
of maternal welfare and a reduction of 
fetal and infant morbidity and mortality. 
A maternal welfare committee sponsored 
by the local county medical societies should 
co-operate in teaching the public the im- 
portance of obstetrical patients reporting 
to their physician early in pregnancy and 
that they remain under his supervision 
during pregnancy. The women’s clubs, 
parent-teacher associations, noon-day lun- 
cheon clubs and the public press are me- 
diums through which this disseminat on 
of knowledge relative to maternal and in- 
fant welfare and the essential points in 
prenatal care may be presented. 

At the first visit of the patient, a com- 
plete and thorough history should be taken 
and this should include a record of her 
menses, previous pregnancies, abortions 
and labor, and whether the post-natal per- 
iod was febrile or afebrile. The size and 
sex of the baby should be ascertained, and 
whether still-birth, asphyxia or injury to 
the baby occurred. To the inexperienced, 
this detailed history may seem futile, but 
its value is readily realized by a thorough 
student and careful diagnostician. His- 
tories of this character will often prevent 
embarrassment to the physician who 
knows his work but is careless in secur- 
ing a complete history and in recognizing 
the cardinal symptoms of pregnancy that 
occur in the first eight or ten weeks. 

The height and weight of the patient 
should be taken and recorded, and this 
compared with her standard weight. Ex- 
plain to the patient what her standard 
weight is and that twelve or fifteen pounds 
above her standard weight should usually 
be her maximum gain during pregnancy. 
Overweight in pregnancy is a dangerous 
luxury which lowers the resistance of the 
patient to infection, is a factor in caus- 
ing fetal injury, predisposes to pre- 
eclamptic symptoms and complicates la- 
bor. 

After having secured and recorded a 
complete history, the obstetrician should 
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instruct the patient at once relative to the 
effect which a diet rich in carbohydrates 
and high in protein has upon her and the 
fetus. He should teach her the wisdom of 
drinking eight or ten glasses of water per 
day, the value of walking and wearing low 
heel shoes, the importance of fresh air 
and sunshine, the necessity of preparing 
the nipples for nursing, and that inverted 
nipples are everted. The obstetrician 
should teach the patient all the pre- 
eclamptic symptoms and how these may be 
prevented. He should instruct her to re- 
port without delay any  pre-eclamptic 
symptoms, and measures should be insti- 
tuted promptly to relieve her of these com- 
plications. Weekly interviews between the 
patient and physician are none too often 
for observation of complications, instruc- 
tions as to how to keep healthy and the 
preparation for labor. These interviews 
will do more to lessen morbidity and lower 
mortality than haphazard and indolent 
methods poorly executed will ever accom- 
plish. 

Six to eight weeks before the approxim- 
ate date of delivery, an examination of the 
patient should be made to determine pre- 
sentation and position, and measurements 
of the pelvis should be taken and a com- 
parison made with the size of the fetus. 
Measurements of the fetus are almost as 
necessary as measurements of the pelvis, 
and the physician who neglects this im- 
portant measure will seriously realize its 
value in a difficult case. The physician 
should be able to diagnose an over-size fe- 
tus, and for the patient who has a moder- 


ately contracted pelvis, the induction of 


labor may be considered to prevent com- 
plications. The study and diagnosis of the 
size of the fetus is essential to good ob- 
stetrics and should not be neglected. 


The patient in labor should be relieved 
of pain just as those suffering from any 
other ailment should receive relief. Con- 
tinued pain in labor without relief lowers 
the resistance of the patient, breaks dow 
her morale and may disturb her mental 
and nervous equilibrium. 

The patient should be prepared during 
the first stage of labor as if for a vagina! 
and abdominal operation. Bowels and 
bladder should be kept empty. After ef- 
facement and dilation of the cervix is fair- 
lv well advanced to four or six centime- 
ters, morphia in one-sixth or one-four*h 
grains with magnesium sulphate should 
be given if it has not been previously re- 


quired, and, then within one-half ‘to one 
hour the quinin-ether-oil rectal anesthesia 
may be administered. This will usually 
suffice for three or four hours and when 
possible gas may then be used. If the 
first stage of labor is prolonged, the rectal 
anzsthesia may be repeated, and in some 
instances morphia with hyoscin, or mor- 
phia alone, may be used until nitrous oxid 
can be substituted. Our patients should 
be relieved of pain as much as possible 

During the first stage of labor, frequent 
auscultation of the fetal heart sounds 
should be made to ascertain the condition 
of the fetus and not necessarily to diag- 
nose the position of the fetus, as this 
should have been done previously. The 
fetal heart sounds are primarily to diag- 
nose the condition of the fetus, and is a 
very important point to remember in ob- 
stetrics. 

The patient should not be permitted to 
bear down until the cervix is effaced, di- 
lated and retracted over the presenting 
part as this effort may cause a prema- 
ture rupture of the membranes and 
cervical lacerations. It is true that 
the cervix will be broken to an extent, yet 
bearing down in the first stage of labor 
may cause extensive tears. I doubt the 
wisdom of giving pituitrin at any time in 
the first stage; and if it is given, then 
only in one or two minims at intervals 
sufficient to prevent having an accumula- 
tive effect. Rectal examinations shou!d 
be made rather than vaginal; and if the 
latter are made, all recognized rules of 
technique to prevent infection should be 
rigidly adhered to. Rectal examinations 
are usually satisfactory to the physician 
who has utilized this method, and those 
not familiar with this technique may soon 
acquire this method by making a rectal 
examination and then follow it with a va- 
ginal examination and compare the find- 
ings, and in a short time will be able to 
rely upon the rectal examinations in the 
majority of cases. 

The termination of the first stage of 
labor is often recognized by the restless- 
ness of the patient, and this is due to the 
cervix being stretched its greatest in its 
retracting over the fetal head, and is usu- 
ally accompanied with a rather profuse 
mucus and bloody discharge. However, 
the second stage is not usually recognized 
until the patient says that she cannot re- 
frain from the desire to bear down dur- 
ing a contraction. The obstetrician should 
be sure that the cervix is retracted before 
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the patient should be permitted to bear 
down. I have known instances where for 
a long time the patients have pulled, 
pushed and worried themselves into a 
frenzy, and on examination the anterior 
lip of the cervix was found caught be- 
tween the cervix and symphysis, and was 
edematous and traumatised. If the cer- 
vix cannot be released and retracted by 
gentle manipulations between uterine con- 
tractions without danger of infection or 
lacerations, morphia should be adminis- 
tered and the patient allowed a period of 
rest. This causes her to relax, stop bear- 
ing down, and soon the cervix will retract 
and the patient is in the second stage of 
labor. Sometimes the first stage is ended 
and the second introduced during the same 
uterine contraction. In the onset of the 
contraction of the uterus there is no de- 
sire to bear down, but the cervix is re- 
tracted over the presenting part and at 
once the patient is forced to bear down and 
expresses a desire to defecate. This is the 
beginning of the second stage of labor. 

At this time the patient should attempt 
with all her force to expel the fetus. If she 
is a multipara, the second stage may end 
with a few contractions, and especially is 
this so where the perineum has been bro- 
ken and not repaired. 

In the conduct of labor in the multipara, 
the accoucheur should be ready for a short 
second stage, which is the usual. In the 
primipara, the second stage is usually 
longer than that of the multipara, yet 
many times the second stage may not last 
thirty minutes in the patient whose pre- 
natal care has been efficiently conducted 
by the prevention of an oversize fetus and 
for the patient who has not been exhaust- 
ed during the first stage. The second stage 
in the primipara may last one or two 
hours; and if delayed longer, it is usually 
due to a mechanical obstruction, oversize 
fetus, contracted pelvis at inlet or outlet, 
mal-position with extension, or sometimes 
a perineum that is rigid and dilates very 
slowly. To protect the perineum during 
delivery, flexion to an extent should be 
maintained until the parietal bones or em- 
inence have been delivered, and this is best 
completed by pressure on the vertex. l 
am fully aware that it is taught and prac- 
ticed that pressure on the perineum over 
the bregma and brow will maintain flex- 
ion and protect the perineum, but in my 
experience I have found that this is in- 
correct as it requires that the hand be near 
or over the anus, a field that is not asep- 





tic, nor is the method as efficient in pro- 
tecting the perineum as pressure on the 
vertex because rapid extension cannot be 
prevented. 

An early indication of a laceration is 
the trinkling of blood over the perineum 
between uterine contractions after pres- 
sure has been released by the head reced- 
ing. In a primipara, a perineotomy often 
is an ideal procedure. Just to say which 
perineum will or will not tear is very dif- 
ficult. Is it well in many instances if the 
fetal heart sounds are irregular to wait 
for slow dilation of the perineum? It is 
in this sort of cases where the perineum 
apparently is not torn, but later there is 
found a lax, gaping vagina which portrays 
the fact that probably the muscle fibers 
have been broken or torn from their at- 
tachment. I cannot definitely say which 
perineum will not tear, but to one who 
feels sure of his ability to repair a clean 
cut wound or to one who is willing to 
qualify for the work, I would say that a 
central episiotomy is justifiable. When 
this is done, the head, with the next con- 
traction or two, will, by maintaining flex- 
ion, glide out and over the perineum. ] 
know that it is claimed that with a central 
episiotomy the incision is likely to pass 
on into the rectum. If one thinks this 
may occur due to the excessive size of the 
fetus or malposition, a mattress - suture 
may be placed above the sphincter ani be- 
fore delivery as a safeguard to prevent 
further tearing. 

The repair and the results of an episio- 
tomy are more successful than a lacera- 
tion with tears in various directions. The 
repair should be made ai the time of de- 
livery. The mucous membrane should first 
be closed by interrupted sutures. Inter- 
rupted sutures of twenty day chromic cat- 
gut should pass around the levator ani and 
be tied securely, but not tight; otherwise 
necrosis may occur from pressure, the field 
may become infected, break down and re- 
sult in non-union of the tissues. These 
sutures may be buried by a continuous 
suture and the skin closed by a subcuti- 
cular suture of silkworm. One common 
error is the tying of the stay sutures too 
tight, thus depriving the tissues of their 
blood supply. The only after-care neces- 
sary for this field is that of keeping it 
clean with either lysol solution, or even 
soap and water. 

The third stage of labor should be di- 
vided into two stages, first, separation of 
the placenta, and, second, the expulsion. 
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The separation has usually taken place 
when the fundus has ascended in the ab- 
domen up near the ribs. One should re- 
member that contractions of the uterus 
continue during the third stage very simi- 
lar as in the first and second stages. This 
is absolutely normal. Only occasionally 
are there indications for the expulsion of 
the placenta before its separation, and this 
is when the bleeding is profuse. It is not 
unwise to wait until the cord has quit pul- 
sating, for during this time if the baby 
does not get any of the blood, the placenta 
has been given an opportunity to separate. 
Where necessity does not demand: imme- 
diate ligation, tying of the cord is a good 
practice as still more time is given to the 
uterus to adjust itself to its contracted 
condition and its preparation for expell- 
ing the placenta. A well conducted third 
stage of labor is as essential to the wel- 
fare of the mother as that of the first and 
second stages. I do not think it necessary 
to give pituitary extract in the third stage 
of labor, for if the labor nas been properly 
conducted, there should be but little bleed- 
ing and indication for it. 

The new born baby should not be ne- 
glected. In Baylor Hospital we have adopt- 
ed the system of delivering the baby into 
a warm sterile pad, and this has probably 
been the means of lessening shock to the 
baby, is a treatment for asphyxia pallida 
and prevents loss of heat or the lowering 
of body temperature of the baby. 

After delivery, the patient is returned 
to her warm bed; the uterus is held for 
an hour or more; the room darkened and 
well ventilated, free from guests and the 
family; morphia or sodium bromide is 
given for pain or restlessness; the patient 
is advised to sleep and rest for a time, and 
that she may then turn on her sides. The 
next day she may assume a prone position 
frequently. Light diet is ordered from the 
beginning. The bladder should be emptied 
often enough to prevent distension. If the 
patient cannot void, catherization should 
be resorted to, as this is not as dangerous 
when aseptically done as over-distension 
which may cause a break in the mucus 
coat of the bladder and be followed by 
cystitis. No purgatives are given to the 
patient for two or, three days, and then 
only a very mild laxative may be given at 
night, or an enema may be used. Castor 
oil should not be given unless indicated for 
some special reason. 


For the first thirty-six hours the baby 
is put to the breast every six hours, and 
thereafter every three hours. The breasts 
should be supported by a binder snugly 
applied, but not tight. The nipples should 
be protected by sterile gauze. Cracks in 
the nipples should be touched with a five 
per cent silver nitrate solution or an oint- 
ment of two per cent yellow oxide of mer- 
cury may be used. If bleeding, rest the 
breast by using the other breast until the 
nipple has improved and _ healed. The 
mother should be taught that with regular 
nursing the breasts will function better 
by secreting more and better milk for the 
baby as the mammary glands are habit- 
forming organs. This knowledge is very 
beneficial and successful if given in a way 
that can be understood. 

The patient should be taught to change 
her position in bed, as posture assists ma- 
terially in involution of the uterus, drain- 
age and rest. The patient may be permitt- 
ed to sit in a chair when the uterus is in 
the true pelvis and the flow of blood has 
ceased and this is usually aear the end 
of the second week after delivery. The 
patient may walk about the room and 
house during the third week During the 
second and third week she should assume 
the knee chest position. During the fourth 
week she should walk on her hands and 
feet, continue the knee chest position, and 
rest several hours during the day. She 
should have a wholesome, well - balanced 
diet, and not necessarily partake of an un- 
usual amount of milk. Before the dismis- 
sal of the patient, a vaginal examination 
should be made, and any mal-position or 
cervicitis corrected and treated, and she 
should be instructed to report for another 
examination later on. 

CONCLUSIONS 

1. All obstetrical patients should have 
a complete physical examination early in 
pregnancy to detect any abnormality. 

2. About the twenty-eighth or thirtieth 
week of gestation, an examination to de- 
termine presentation of the fetus should 
be made, and measurements of the pelvis 
should be taken. 
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THE TREATMENT OF PELVIC 
INFECTION* 


ALBERT C. HIRSCHFIELD, B.Sc., M.D. 
OKLAHOMA CITY 


The subject of pelvic infection is an ex- 
tensive one, but as this paper is purely 
a clinical one no effort is made to classify 
the various forms. As it is our purpose 
to discuss only the more prevalent types 
of pelvic inflammation we feel that it can 
best be accomplished by a discussion of 
those cases of infection produced by some 
form of intrauterine manipulation or some 
phase of childbirth. We shall therefore 
omit any further mention of other forms 
of pelvic infection, as tubercular, malign- 
ant or other forms transmitted through 
the blood stream. Nor is the subject of 
appendicitis included, though the appendix 
is frequently found in the. pelvis, at least 
in the female. 

With few exceptions it may be said that 
the causes of pelvic infection in the fe- 
male are three; namely, abortions, or at- 
tempts at the same, childbirth and gonorr- 
hea. The third mentioned cause frequent- 
ly, if not usually, operates in conjunction 
with one of the other two. 


While the gonococcus is unquestionably 
the chief infecting agent in the great ma- 
jority of cases of pelvic infection, we feel 
that most cases, at least most acute cases, 
are the result of a mixed infection and 
traumatism, and especially the latter. 
While it is no doubt true that the gonoc- 
occus may burrow through the vaginal 
and uterine walls and reach the adnexa, 
the pelvic peritoneum and cellular tissue 
through the lymph spaces, we doubt if 
this often happens except after the pro- 
tecting mucosa has been denuded or trau- 
matised by some form of instrumental 
procedure. If pelvic infection results 
from gonorrhea, without any form of in- 
trauterine traumatism, it is generally a 
result of very slow direct extension 
through the uterus and tubes. In the 
meantime the patient is being vaccinated 
or immunized naturally and the result is 
usually nothing more than a mild chronic 
salpingitis. But let this indolent infection 
be excited by traumatism and mixed with 
the usual pyogenic organisms and we im- 
mediately have an acute and more or less 
*Read before the Section on Obstetrics and Pedi- 


atric Annual Meeting, Oklahoma State Medical 
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virulent pelvic infection with pyosolpinx 
or tubo-ovarian abscess. 

Therefore, the most important and valu- 
able of all treatment being prophylactic, 
we enter an earnest plea against promis- 
cuous curettage, or any other form of in- 
trauterine or intracervical manipulation. 
We should always bear in mind that the 
deadly gonococcus too often lies dormant 
where least expected and only waits for 
the doors of the uterus and pelvic struc- 
tures to be opened by the accommodating 
uterine sound, dilator or curette. After a 
careful observation of this subject for a 
number of years in both private and clini- 
cal practice, we are of the firm opinion 
that the majority of cases of pelvic in- 
fection are directly brought on by some 
form of intrauterine manipulation, vary- 
ing in degree from the alleged innocent 
introduction of a prophylatic stem pes- 
sary to the vilest form of criminal abor- 
tion. 

I think it is now agreed that the less 
one does in a surgical way for an acutely 
infected uterus the better chance will it 
have to wall itself off from the invading 
hosts by a more or less impregnable leu- 
cocytic wall. If one could determine that 
the body of the uterus were infected and 
that the infection is entirely limited 
therein, it might not be bad surgery to re- 
move the organ. It is doubtful, however, 
in view of the nature of these infections, 
if a hysterectomy, without the sacrifice of 
some of the adnexa, is ever indicated. But 
to remove the lining membrane, as done 
in the average curettage, is to remove that 
part of the uterus chiefly concerned in the 
combating of infection and leave the rest 
of the organ mercilessly exposed to the 
enemy. This procedure frequently results 
in a definite pelvic infection, though it 
may escape the operator’s attention if it 
is not of a virulent type and develops 
slowly, and more especially if the physi- 
cian does not follow up his cases closely. 

The management of acute pelvic infec- 
tion should be essentially conservative. In 
other words, we should resort to surgery 
only after the complete localization of the 
infection and the subsidence of all evi- 
dence of generalized abdominal and blood 
stream infection, except in those occasion- 
al cases of frank abscess requiring drain- 
age. In other words, every case of acute 
pelvic infection is treated as a case of per- 
itonitis, actual or potential. The patient 
is hospitalized, if at all possible; but if 
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this is not possible, we strive our best to 
imitate hospital treatment in the home. 
The patient is given sufficient morphine 
to secure complete rest and relaxation and 
the same is repeated as often as necessary 
to keep her quiet and relaxed. To assist 
in localization, as well as to protect the 
upper abdominal areas, the patient is 
propped up in Fowler’s position or modi- 
fied Fowler's, or else the head of the bed 
is elevated from eighteen to twenty-four 
inches. This will often be found more 
comfortable than the Fowler bed frame, 
especially if one or more pillows be placed 
between the patient’s feet and the foot of 
the bed, to keep her from slipping down- 
ward. 

In the management of these cases great 
care should be observed in the making of 
vaginal examinations, and as few of these 
should be made as possible. An examina- 
tion should be made only with a sterile 
glove under the strictest aseptic precau- 
tions and with the utmost gentleness. 
While these cases are of course infected, 
the greatest harm may nevertheless be 
done by introducing mixed infection as 
well as by traumatizing the delicate pelvic 
tissues. ‘The writer has only recently had 
a case in which a so-called thorough va- 
ginal examination was made on two oc- 
casions by two different consultants. Each 
examination was extremely painful and 
was followed by a definite exacerbation 
of the patient’s condition, prolonging her 
stay in bed and no doubt extending the 
area of infected tissue. And yet all the 
information gained might have been ob- 
tained by a study of the patient’s clinical 
and laboratory record, a careful abdomin- 
al palpation and nothing more than a light 
rectal touch to ascertain the possible pres- 
ence of cul-de-sac bulging. 

When physicians learn that a more sat- 
isfactory pelvic examination can be made 
with but one finger in the vagina (or rec- 
tum in the case of young girls and certain 
others) and a light abdominal pressure 
instead of the old - fashioned method of 
two fingers in the vagina and two hun- 
dreds pounds of pressure above, then will 
ailing women cease to shun examinations 
as they now do, and the tremendous sales 
of Viavi, Wine of Cardui and other nos- 
trums will materially decline. In other 
words, we should develop a Jimmy Val- 
entine touch rather than a Jack Dempsey 
punch. 

While the above rest and _ localizing 
treatment is in progress, a careful check 


should be made of the blood count, pulse 
and temperature, but especially the latter. 
While a frequent blood count is very help 
ful, it is not indispensable and will gener- 
ally be found to conform to a certain ex 
tent to the temperature range. If the pain, 
tenderness and induration become local- 
ized to the pelvis and yet the temperature 
and blood count remain up more than a 
reasonable length of time, the presence of 
free pus should be suspected, either in the 
form of a tubo-ovarian or a cul-de-sac ab- 
scess. Surgery is then indicated provided 
the patient’s general condition and resis- 
tance appear good. A preliminary course 
of alkalinization is recommended. 

Needless to say, cathartics are not used 
in the acute cases and even enemata should 
be used with the greatest caution, as there 
exists the closest relation between in- 
flamed pelvic organs and the rectum, sig- 
moid and often the upper colon, cecum 
and occasionally even the small intestine. 

The writer has had very pleasant results 
in certain cases of pelvic infection with the 
intravenous use of mercurochrome. This 
seems especially helpful in thos2 cases of 
post-partum, or post-abortal infection in 
which the infection is limited to the uter- 
us, or where there seems to be diffuse per- 
itoneal infection and absorption, as well 
as in frank cases of blood stream infec- 
tion. Of course this treatment has little 
effect on definite massed pathology but 
often does seem to hasten localization and 
combat the general septicemia or toxe- 
mia. It is worthy of consideration in all 
cases with constitutional symptoms. We 
use a one per cent solution in doses of 
from five to twenty c.c., and while we 
sometimes get a severe reaction we have 
never felt that we did any real harm with 
the same. On the other hand, we feel that 
we have saved a few cases of severe post- 
partum septicemia that would o-herwise 
have been lost. 

Nor should one overlook the possibili- 
ties for good in appropriate serum or vac- 
cine treatment, especially indicated in 
those cases in which the infecting organ- 
ism can be determined by intrauterine 
swabs or blood cultures. 

Needless to say, the management of 
these cases must include a comprehensive 
regimen of hygienic and dietetic supervi- 
sion, the latter varying from nothing but 
rectal alimentation in the very acute cases 
to a highly nourishing diet in the subacute 
and chronic cases. In the use of proctocly- 
sis, the writer usually uses a solution of 
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yvlucose and sodium bicarbonate but other 
men seem to get as good results from a 
plain solution of soda or normal salt. It 
may be of interest to note that the use 
of a solution of the tribasic citrocarbonate 
is less irritating to the rectum than the 
sodium bicarbonate solution. 

After the subsidence of the acute symp- 
toms, the use of the therapeutic hot 
douche, with emphasis on the “hot,” given 
slowly, with low pressure and with one 
x” more gallons of water, will be found 
quite helpful. 

In the chronic or ambulatory cases, we 
shouid not forget that a great deal of good 
can be accomplished by a careful, con- 
scientious, consistent course of local de- 
pletion, inciuding not only the so-ca'led of- 
fice treatment but a thoroughly co-opera- 
tive plan of home treatment, with proper- 
ly administered therapeutic douches given 
as above outlined. While the casual hit 
and miss tampon treatment is almost 
worthless, a well carried out co-operative 
program may do a great deal in the way 
of localizing the infection to the tubes, re- 
lieving many of the symptoms from the 
congestion of the surrounding organs and 
tissue, and in an occasional case, may even 
make surgery unnecessary. While we do 
not wish to go on record as saying that 
local treatment will ever cure a definite 
case of pelvic infection, we do know that 
it will often relieve much of the sympto- 
matology and will as often make an opera- 
tion safer, easier and less extensive. 

Finally, however, we must admit that 
for permanent relief the great majority of 
cases must ultimately resort to surgery. 

And with the infection properly local- 
ized and walled off, and the patient prop- 
erly built up and prepared, a laparotomy 
is the logical procedure and offers very 
satisfactory results. 


Discussion: F. L. CARSON, M.D., F.A.C.S., 

Shawnee. 

While I realize that Doctor Hirshfie!d’s 
statement is true, that frequent'y gonorr- 
heal infection of the female pelvis shows 
secondary infection, | can not believe this 
condition is chiefly due to trauma. As 
this secondary invasion is usually due to 
some of the colon group, it seems to me 
that the organism gains entrance from the 
contigious rectum. 

While the paper does not deal primarily 
with infected abortions, the Doctor touched 
on this subject. No one deprecates the 
use of the curette more than I do, but | 


can not subscribe the latest vogue of ab- 
solute non-interference in this condition. 
It appears to me unsurgical, and I would 
like to see a doctor with nerve enough to 
remain inactive, with a patient who has 
a retained placenta, associated with rigors 
and high fever, when simple removal, 
either with the finger or placenta forceps 
will cure the condition. 

I wish I had Doctor Hirshfield’s confi- 
dence in mercurochrome. I have tried it 
rather faithfully, only to discard it. 

I do not feel that more than half of the 
gonorrhea! infections of the pelvis will 
come to operation, if careful treatment is 
instituted. We have all seen “frozen pel- 
ves” clear up and subsequent pregnancies 
occur. These patients should be hospital- 
ized early and kept there late, not only 
that they may receive the proper care and 
rest, but most important that they refrain 
from sexual excitement. 

Too much stress can not be laid on gen- 
tleness in examination, as the Doctor has 
pointed out. 


PUERPERAL ECLAMPSIA 


D. F. STOUGH, M.D. 
GEARY 


As there is no disease more shocking 
to the physician or more tragic to the fa- 
mily and friends than eclampsia, we can- 
not discuss it too frequently nor too thor- 
oughly, that we may be able to educate 
the expectant mother to have herself close- 
lv watched and lo impress again and again 
upon the attendant physician that he must 
rot neglect to give due weight even to the 
minor symptoms of this dread malady. 

It is regretable that the cause of the 
toxemia has not been definately determin 
ed. Whether the cause is a kidney lesion. 
hypofunction of the liver, autolysis of th 
placenta, focal infections, toxins from the 
foetus, disturbance of internal gland func- 
tion, persistent activity of the mamary 
glands, abstraction of calcium salts, a poi- 
son from absorption of some intermediary 
product of protied metabolism hemorr- 
hagic infarcts of placenta, or an anaphy- 
lactic reaction, I do not pretend to know 
nor will I discuss further than to say that 
each has strong advocates and any of them 
may prove the correct cause, or it may be 
a combination of two or more of them. | 
will not attempt to discuss the symptoms 
nor treatment but will hasten on to the 
report of a case. I will digress sufficient 
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to call attention to my expierence in a case 
a few years ago when there was so much 
albumen that the urine would boil solid 
in a test tube. I placed the woman on al- 
kalies, and after a few days the urine did 
not show albumen when boiled. I made 
examinations daily for three days, then 
added an acid to the urine before boiling 
and it again boiled solid. 
CASE REPORT 

Mrs. A. W., primipara, aged twenty, 
veighing 210, had married against her 
parents’ wishes. She remained at home 
and kept her marriage and condition se- 
cret from her parents. She entered labor 
at eight months and then acquainted her 
parents with her carriage and condition. 
Upon my arrival she was apparently nor- 
mal except that she complained of con- 
siderable epigastric pain, very slight head- 
ache, and there was a little ceedema of the 
lower limbs. Pains were coming norm- 
ally. She had not felt motion for two 
days and | could not find any signs of 
foetal life. Labor was rather slow, about 
eighteen hours, one small dose of pitrui- 
tin was given, about three minims. Child 
was delivered under chloroform anaes 
thesia from a medium low forceps position 
Child was in a L. O. P. position. There 
were no lacerations of the soft parts. Pla- 
centa was expressed without. difficulty. 
She vomited several times during labor, 
the vomitus burning her throat. The fol- 
lowing day, she had severe epigastric pain, 
pulse sixty, temperature  ninety-seven, 
bowels had moved freely and attendants 
reported that her kidneys had acted freely 
several times. At times her vision was 
poor and recognition of persons was dif- 
ficult. I gave her soda bicarbonate for the 
burning pain in stomach. Almost at once 
she vomited about a quart to three pints, 
with a very sour odor. A white foam 
quickly formed on the vomitus a third of 
an inch thick and so brittle that it would 
break into cubes. As her kidneys were 
active and she showed imp:ovemont, I dit 
not call the following day. I was called 
again on the third day after confinement 
and she was near coma. She was very 
restless and although attendants reported 
her kidneys as functioning freely, I cather- 
ized and drew off 45 ounces dark urine. It 
had a specific gravity of 35 and only a 
trace of albumen. Temperature and pulse 
rormal, systolic blood pressure 160. Her 
bowels were inactive and vomiting fre- 
quent. On the following day, the fourth 
after confinement, she was in complete 


coma, very restless, kidneys fairly active, 
the bowels were inactive although cathar- 
tics and enemas were used. She had her 
first convulsion on the afternoon of the 
fifth day after confinement. It was a 
tonic convulsion lasting fully two hours. 
She then had her first rise in temperature 
and by evening it reached 104, axillary. 
She began vomiting large quantities of 
black bloody vomitus. The nurse reported 
it as two quarts. She had a second and 
last spasm during the night and the axil- 
lary temperature reached 106 before her 
death in the morning. About two hours 
before death she began purging large 
quantities of black watery, and very of- 
fensive material and containing some solid 
bread masses. Lochia remained normal 
and no milk appeared in the breast. 

While I have seen about fifteen cases of 
eclampsia, this case was unusual to me in 
the late development, the convulsions be- 
ing tonic instead of clonic, the small 
amount of albumen in the urine, the con- 
tinued activity of the kidneys, the exces- 
sive black vomit and bloody purge. 

The treatment used was sweating, high 
enemas, alkalies, cathartics and diuretics. 
Luminol, chloral, and bromides were used 
as nerve sedatives. One dose of morphine 
was given. 

This case and one other similar to this 
case under great mental strain, leads me to 
believe that the mental state had some- 
thing to do with the toxemia, at least, ag- 
gravating the condition. Also I wonder 
if we have years, probably following, flue 
epidemics or some other conditions, that 
eclampsia is mort frequent. The first ten 
years of my practice, I did not see a case 
nor hear of one among my colleagues 
About ten years ago, we had not less than 
six cases around Geary in one year. Ten 
years passed and not more than three 
cases, and now within a year we have had 
not less than five cases. 
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ROENTGEN RAY STUDY OF THE 
NASAL ACCESSORY SINUSES* 
E. C. WILSON, M.D. 
OKLAHOMA CITY 





To make an intelligent Roentgen ray 
study of the sinuses it is necessary to un 
derstand the normal development and the 
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ifluence of abnormal development on the 

ormal resistance to infection. 
EMBRYOLOGY 

The ethmoids begin as slight depres- 
ions in the lateral nasal wall at the for- 
tieth day, the antrum at eighiy-five days, 
the sphenoid at one hundred days and the 
frontal begins to develop in the vertical 
plate of the frontal bone at one year. 

These depressions increase as pneuma- 
tization procresses, with the original de- 
pression remaining as the ostium and the 
mucous membrane invaginates lining the 
sinus. The ethmoid is fully developed at 
puberty, the sphenoids at ten years, the 
frontal at fourteen to twenty-five years 

Ethmoid cel's have been reconized as 
early as the sixth feetal month and sphe- 
noids at birth. but the earliest I can find 
any record of a clinically suppurating sin- 
us is Dean’s case at two and one - half 
vears, and Oppenheimer’s cas? at three 
vears. 

You have persistent infantile sinus?*s 
with a few thick walled ethmoids, a small 
thick walled sphenoid, an absence of fron- 
tals, and Reschreiter even reports four 
cases where there is an absence of the an- 
trum. However, the antrum is absent less 
than any other sinus. 

In the persistent infantile sinus the mu- 
cous membrane does not resist infection 
like a normally developed fully-pneumat- 
ized sinus, neither is there the normal se- 
cretion, and the mucous membrane is more 
often atrophied and followed by osteitis. 

Infantile sinuses are found more often 
in children who have syphilitic parents, 
while in acromegally you have large sin- 
uses, and in hypopituitary you have smal- 
ler sinuses. Pacini has shown that mus- 
cular robust men have larger sinuses. 

The largest sinuses I ever studied were 
on a Philippino, but I have not had the op- 
portunity of studying any more of his 
race, and I have never been able to find 
anything in anthrapology to lead me to be- 
lieve it is a racial characteristic. 

ADVANTAGES OF THE ROENTGEN RAY 

| think the sinusologist will appreciate 
the Roentgen ray more in cases of severe 
alarming infections in the region of the 
nose, orbit and cranial cavity, where it is 
imperative that a correct diagnosis be 
made at the earliest possible minute and 
intelligent treatment started. 

| think the most useful help the Roent- 
gen ray is to the men of this section is 
Where you have patients that have suf- 


fered pain and headaches for years. Some 
of these poor sufferers have consulted 
every specialist in ethical medicine that 
may relieve headaches, to say nothing of 
the optometrists and jewelry men, and in 
many cases simple and short treatment 
will relieve these patients after the trouble 
is found in the sinuses. 

No case of obscure focal infection is 
properly examined until a Roentgen ray 
study is made of the sinuses. Many in- 
juries to the sinuses are found where there 
is traumatism to the head. A tooth should 
be eliminated as a source of infection of 
the antrum by making pictures of the 
teeth on the affected side. 

In the beginning many thought that the 
Roentgen ray findings were only of value 
in the frontal and antrum and that they 
did not get reliable information about the 
ethmoids and sphenoid, but by constant 
improvement in Roentgen equipment and 
technique dependable information is se- 
cured. Coakley, Killian and Albrecht 
state that Roentgen ray findings are re- 
liable and that they invariably verify the 
Roentgen ray findings at operation. 

Skillern states that the Roentgen ray 
is almost indispensable to study the sin- 
uses before operating, for there may be 
even a complete abscence of the sinus; 
they are very variable in size, shape, and 
they may be multilobular, they may have 
pockets, divisions, projections, septa and 
malposition of the normal limits or divi- 
sions, for one frontal may be on the other 
side of the body or partially in front of 
the other. 

The sinusologist should make a thorough 
study of a sinus before operating, noting 
any peculiarity or atypical cells, and 
should have the Reentgen picture in suit- 
able position and properly illuminated for 
reference during operation. 

Many prefer to leave an instrument in 
place for a picture to avoid leaving cells 
or going into the cranial cavity. It is al- 
ways a good thing to take a picture after 
an operation to see if the surgeon has com- 
pletely removed all the pathology. 

Where you have a slight uniform in- 
creased density over one or more sinus 
you should expect a congested or acute 
inflammation that has not reached the 
purulent stage, or a chronic inflammation 
with thick mucous membrane and no pus 
the history should differentiate between 
the two 

Where you have a marked increase in 
density where not even the bone struc- 
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ture of the walls of the sinus can be visual- 
ized, you will think of a sinus full of pus, 
granulation tissue, a marked increase in 
the mucous membrane completely filling 
the sinus, a syphilitic or malignant mass. 

You will have to take the history, nasal 
examination, Wassermann law of aver- 
ages and often open the sinus, before you 
can differentiate between them. In malig- 
ancy you can often see where the bone 
is involved or see the tumor mass if the 
sinus is not completely filled. 

Where you have polyp, mucocele or cyst 
that does not fill the entire sinus you will 
find a mottled appearance and the bony 
wall of the sinus will be visualized with 
an area of normal density between the 
wall and the mottled area. 

It is often possible to see a thickened 
riucous membrane along the nasal side of 
the antrum. 

When there is not enough pus to fill the 
sinus you look for a fluid level. 

In cases where you have osteo myelitis, 
traumatism or necrosis of the bone allow- 
ing infection, or air into the orbit or cran- 
ial cavity, you can often visualize the area 
of bone involvement. 

It is well to bear in mind that the Ro- 
entgen ray is only an aid in diagnosis to 
the sinusologist for he must take the his- 
tory, the nasal examination, the labora- 
tory report, and after studying the pic- 
tures with the Roentgenologist he must 
make the final diagnosis. If you recog- 
nize the limitations of the Roentgen ray 
it furnishes valuable information. 

CASE REPORT 

K., a doctor’s son, 13 years old, with 
alarming and very virulent infection that 
resembled most from clinical examination 
an orbital cellutitis. He had severe pain, 
temperature 105, pulse 120, white blood 
count of 20,000, and the Reentgen ray 
showed an involvement of all the sinuses 
on one side. 

Treatment was started immediately and 
the boy recovered, but had a necrosis of 
the palate, and from clinical examination 
it looked like he would lose all the teeth 
on the superior maxillary on that side, but 
after Reentgen ray study it was decided 
they could be saved. 

A playmate of the boy, swimming in the 
same pond, died in two or three days, ap- 
parently from the same infection, so it is 
at least probable that we were instrumen- 
tal in saving a member of the doctor’s 
family from an early death. 
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FRACTURES OF THE FEMUR* 


H. D. MurbDock, M.D. 
TULSA 

To the patient, a fractured femur is a 
severe injury and may result in perman- 
ent disability. In considering the immense 
number of mechanical devices used in 
treating fractures of the femur, it would 
seem that all results should be good. The 
two distinct methods of caring for these 
fractures consists of the “‘non-operative” 
and “operative.” In the non-operative 
method we have devices applied to the 
skin which affect the fracture only in- 
directly. These consist of splints of var- 
ious types, plaster paris and adhesive 
plaster. In the operative method we have 
mechanical devices applied to and within 
the femur. Within the femur we have the 
intra-medullary bone plug, in the cortex 
the autogenous bone grafts. On the sur- 





face of the femur autogenous grafts, beef 


bone plates and metal plates. Around the 
fracture we have the Parham Martin Me- 
tal bands, Kangaroo tendon, cat gut, wire, 
nails, screws and pins both metal and 
bone. Then we have the ice tongs and 
pins fastened directly into the bone as a 
means of promoting accurate coaptation. 

Radiograms of all fractures are of the 
utmost importance. They enable us to 
know with a great degree of accuracy the 
approximation of the ends of the bone and 
its alignment. All fractures should be X- 
rayed at two angles, usually at 90 degrees, 
laterally and antero-posteriorally before 
and after reduction. All fractures should 
be re-X-rayed as often as necessary. 

In all fractures be sure of the following 
points: 

1. That the ends are in apposition, or 
at least in partial end contact. Any trans- 
verse fracture in which the ends are over- 
lapped 30 per cent will give an excellent 
result, and a radiogram taken after the 
fracture has united will only reveal a 
silght imperfection in alignment. 

2. The femur must not be shortened. 
Frequent measuring of the leg from the 
anterior - superior spine of the ilium to 
the internal malleolus with both legs in 
symmetry to the body will detect shorten- 
ing. The tension of the ten long muscles 
of the thigh with the fascia causes the 
shortening. 


*Read before the Section on Surwers ind Gyne 
ology Annual Meeting, Oklahoma State Medica 
Association, Oklahoma City, June 22, 23, 24, 192¢ 
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3. The femur must not bow outward. 
Abduction of the leg should prevent this 
deformity. 

1. The femur must not bow backward 
at the line of fracture. Prevent this by 
proper elevation with pads posteriorly at 
the seat of fracture. 

5. Prevent external rotation of the knee 

id foot below the fracture. Keep the pat- 
ella and foot vertical by means of any 
standard foot support or by means of ad- 
hesive plaster attached from the thigh to 
the splint. 

G. Mobilize the knee joint daily after 
the first three days. This is a very im- 
portant point and is frequently neglected. 
Nothing is better for easy mobilization 
than a Thomas splint with a Peerson at- 
tachment. The Peerson frame is attached 
to a Thomas splint under the knee joint, 
and the leg rests on this frame. The lez 
can now be changed almost painlessly, 
daily, to a different angle and thus insure 
a freely movable knee joint. If the knee 
joint is not moved daily there is always 
more or less lack of mobility when the 
patient first attempts to move this joint. 
Fortunately in younger patients the knee 
will entirely regain its normal range of 
motion in a few months. 

7. Mobilization of the ankle joint must 
be carefully attended to by admonishing 
the patient to daily flex and extend the 
ankle many times. We do not have much 
trouble with this joint. The foot must be 
prevented from remaining in the equinus 
position by keeping it at right angles to 
the leg. 

In fractures of the upper 3rd of the fe- 
mur, the upper fragment is usually dis- 
placed anteriorly, due to the traction of 
the Psoas and Iliacus. These muscles orig- 
inate on the pelvis and consequently tend 
to flex the upper fragment. In fractures 
of the lower third of the femur the lower 
fragment tends to be retracted posterior- 
ly, due to the tension of the Gastrocnem- 
ius, Soleus and Plantaris from their in- 
sertions on the Tibia and Fibula. 

To prevent shortening of the femur we 
have two efficient methods of traction, one 
cutaneous and one skeletal. The cutane- 
ous method consists of either well applied 
adhesive plaster or the glueing of muslin 
to the lateral surfaces of the thigh and 
leg. The muslin should be fastened with 
Siclair’s glue. In applying this extension 
the following points are taken from Sin- 
chur’s paper: 





1. The skin should not be shaved. 

2. Remove all grease with soap and hot 
water containing 4 grams of sodium car- 
bonate to the pint. 

3. The skin is dried and the glue is ap- 
plied evenly and thinly. All the hair of 
the limb being brushed in an upward di- 
rection. The skin should be warm when 
the glue is applied, otherwise slipping is 
liable to occur. 

1. Two strands of gauze eight layers 
thick are now laid smoothly on the limb 
on the mesial and lateral surfaces, and 
a loosely woven bandage is applied com- 
mencing four inches above the maleoli; 
and ending just below the knee joint. If 
eny wrinkling of this extension or any 
burning sensation occurs it should be 
changed immediately. This will adhere 
tightly to the skin and permit very effi- 
cient traction. 

If the reduction of the deformity re- 
quires unusual traction then we should 
resort to skeletal traction. By this, I mean 
direct force applied to the bone. This is 
by far the most efficient traction we have. 
For by applying a mechanical device to 
the bone we have excellent control of the 
fracture, which we do not have when ad- 
hesive plaster or bandages are applied to 
the skin. The effect of skin traction on 
the bone is only secondary, after passing 
through the skin, subcutaneous fat, mus- 
cles and fascia. Skeletal traction is ap- 
plied under local or general anesthesia by 
either passing a pin through the bone or 
by applying tongs with the points embedd- 
ed into the cortex on each side of the lower 
fragment, just above the condyles. A 
light blow with a hammer will embed the 
points, and the handles of the tongs should 
be securely fastened to prevent slipping. 
Infection is very unusual. Sufficient 
weight is attached to the tong handles to 
adequately reduce the fracture, five to 
twenty-five pounds are sufficient. The 
knee can be easily moved daily with this 
device. 

With a Balkan frame, skeletal traction, 
a Thomas splint with a Peerson attach- 
ment for mobilizing the knee joint, we 
have excellent control of nearly all frac- 
tured femora. 

All fractures that cannot be properly 
reduced should be subject to an open op- 
eration. Some will need merely the plac- 
ing of the ends of the bone together, others 
will require the use of Kangaroo tendon 
tied through appropriately drilled holes. 
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Metal plates should not be used, but beef 
bone plates with beef bone screws are an 
excellent substitute. | strongly recommend 
the metal Parham Martin band in those 
fractures with pointed ends. These frac- 
tures have a great tendency to override, 
and a metal band is a simple easily ap- 
plied device which will hold the fragments 
in accurate position. Kangaroo tendon 
may be used on a fracture of this type if 
one uses very heavy tendon. 

In ununited fractures either the Albee 
Autogenous inlay or the mass:ve Autogen- 
ous Graft should be used. Physiologically 
they are almost alike, but mechanically 
they are applied in a slightly different 
manner. Albee’s inlay is applied in the bone 
cortex, while the Massive Graft is appl'ed 
on the bone. In operating an ununited frac- 
ture the incision should be adequate to eas- 
ily expose at least four inches of each frag- 
ment. Enough of the bone ends are re- 
moved to give a fresh surface. The Per- 
iosteum is peeled back and the surface of 
the bone is either shaved off w.th a broad 
chisel or removed with a saw. The Me- 
dullary cavity is thoroughly chiseled out. 
Then from the flat surface of the tibia a 
broad flat piece of coriex is removed, in- 
cluding the periosteum. With a motor saw 
a piece of endosteum is removed from this 
graft and should be placed in the medul- 
lary cavity. This places many normal os- 
teoblasts in the medullary cavity. The 
bone graft is fastened securely to the pre- 
pared surface of the femur either with 
beef bone screws or with autoge..ous bone 
pegs. Kangaroo tendon may be tied around 
the graft if it is thought necessary to re- 
inforce the bone screws or pees. The per- 
iosteum is then replaced over the graft. 
It is very important to place many bone 
chips in the line of fracture. These form 
many new centers of osteogenes's 

For a satisfactory result, the American 
Surgical Association has six requirements. 

Ist. It must be established that firm 
union exists. 

2nd. That the longaxis of the two frag- 
ments is directly continuous, or on parall- 
el lines, thus preventing angular deform- 
ity. Concisely speaking, a straight leg. 

3rd. That the anterior surface of the 
lower fragment maintains nearly its nor- 
mal relation to the anterior plane of the 
upper fragment. Thus preventing undue 
deviation of the foot from its normal po- 
sition. 

4th. That the length of the limb is equal 
to the other limb, or that the amount of 
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shortening falls within the limits found in 
normal limbs, namely from one-eighth to 
one inch, 

5th That lameness, if present, is not due 
to more than one inch of shortening. 

6th. That the conditions attending the 
treatment prevent other results from those 
obtained. 

qe —{ )_—— ———E — 
FRACTURES OF THE ELBOW JOINT* 
I. N. TUCKER, M.D. 
TULSA 

We feel today that we are getting bet- 
ter results than we did yesterday in frac- 
tures of the elbow joint. ‘Ths can be at- 


tributed, without a doubt, to our superior 


means of positive diagnos’s, paiticulariy 
the x-ray, and to frequent reports which 
furnish the means of comparison and the 
subject for discussion of treatment and 
results obtained. The classification, de- 
finition, description, etiology, signs and 
symptoms have changed little, therefore 
the primary intent of this paper is to pro- 
mote discussion of a group of fractures 
which are very common and of great im- 
portance in this day of frequent mal-prac- 
tice suits and compensation for resultant 
disability in industrial work. 

Let us assume that we have a patient 
brought into the office with an apparent 
injury to the elbow joint. 

Our first consideration should be the 
patient. The next, a good functional, and 
so far as possible, a perfect anatomical 
result which does not unnecessarily sub- 
ject the patient to painful manipulations 
and operative procedures. It causes the 
surgeon much satisfaction when he is ab'‘e 
to forecast the nature and extent of the 
injury, but | sometimes doubt the advisa- 
bility of such diagnoses, when the injured 
elbow and the patient’s comfort are con- 
sidered. Inspection will usually be all that 
is needed in addition to the x-ray. The 
latter should be employed in practically 
every injury to the elbow joint which the 
surgeon has occasion to see, not only fo 
his protection, but to insure that incom 
plete fractures will not result in delayed 
and limited joint function or impaired epi 
physeal development. 

After the diagnosis has been made, th 
next consideration will be the treatment! 
best suited to the patient after we review 

*Read before the Section on Surge 


r 
cology Annual Meeting, Oklahoma Stat 
Association, Oklahoma City, June 22, 23, 24, 192 
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in our minds the following: patient’s age, 
yeneral physical condition, occupation, na- 
ure and extent of injury, and the pres- 
ence or absence of any complications. 

Children will get a good functional re- 
sult with a less perfect anatomical reduc- 
tion than an adult. Non-union is rare if 
there is any reasonable approximation of 
fragments. Therefore operative treat- 
ment is not frequently employed. 

It is advisable to use an anesthetic in 
all cases which require any manipulations 
to secure reduction, so that the soft parts 
may be spared any unnecessary trauma 
and more accurate apposition attaincd. 

Early reduction is preferable. However, 
if marked swelling is present when the 
injury is first seen, we must keep in mind 
the possibility that any additional injury 
to the joint coincident with immediate re- 
duction may cause enough swelling to seri- 
ously damage the soft parts and even 
threaten the blood supply of the forearm. 

Injuries accompanied with dislocation 
of the radius or ulna form an exception. 
There is no question as to the wisdom of 
early reductions in these injuries, that we 
may minimize the swelling, and restore the 
structures forming the elbow joint to their 
normal relations. Open reduction is also 
indicated as soon as the surgeon decides 
that it is the treatment applicable to that 
injury, unless there are complications 
which contra-indicate such treatment at 
that time. 

Loose fragments of bone which are free 
in the elbow joint should be removed early. 
Should the head of the radius resist all 
efforts at reduction, excision or open re- 
duction with suture are indicated. 

If it is impossible to secure some coap- 
tation of a fractured olecranon, the best 
results are obtained by early open reduc- 
tion and suture, catgut if the periosteum 
is available, and kangaroo tendon in the 
other cases. Seldom is it necessary to use 
any non-absorbale material about the el- 
bow joint. The single exception would be 
a fracture involving the lower end of the 
shaft of the humerus which has resisted 
other open means of reduction including 
traction, usually an oblique supra-condy- 
loid fracture. 

After reduction, how shall we retain the 
fragments in their proper place? In 
fractures about the elbow joint we may 
form a rule that is applicable to all frac- 
tures, namely: The best position of the 
proximal and distal extremities compatible 





with the most perfect anatomical reduc- 
tion, least danger to the soft parts, firm 
union, and comfort to the patient. In or- 
der to meet these requirements it may be 
necessary to observe the position under 
the fluroscope — or even x-ray, in more 
than one position. Occasionally absolute 
recumbency is indicated. 

All fractures except those of the ole- 
cranon, are usually best retained by flex- 
ing the forearm on the arm at an acute 
angle. In the case of an injury to the 
external condyle and head of the radius 
supination of the forearm is advised. Com- 
plete pronation is secured in those involv- 
ing the internal condyle. Very often a 
position slightly less than the acute angle 
will be found which is safer and more 
comfortable, especially until the swelling 
in the region of the elbow has subsided. 
Fractures involving the olecranon are 
held in position by the forearm being ex- 
tended, the degree depending upon the 
position of the olecranon process. In an 
incomplete fracture with no tendency to 
separation when the forearm is flexed at 
a right angle, there is no indication for 
the patient to carry his arm around in 
extension. The same is true in the case of 
a fracture of the coronoid process of the 
ulna as regards acute flexion. 

When we consider the means of retain- 
ing our position, in my judgment, the bes! 
epparatus is the one which complies with 
the requirements of our rule mentioned 
this apparatus will vary widely depend- 
ing upon the nature and extent of the in 
jury, and the experience of the surgeon. 
Therefore, no attempt wili be made to se- 
lect the one best adapted to every possible 
fracture involving the elbow. However, 
| do feel that it is fitting for us to remem- 
ber to pad our splint well, to visualize the 
amount of swelling likely to occur during 
the period between our inspections—which 
should be frequent especially during the 
first week, and to protect the skin surfaces 
which are placed in contact. 

Early passive and active motion of the 
elbow joint is, without a doubt, desired in 
all cases in which there is no marked re- 
occurrence of the deformity and no undue 
amount of pain and swelling. Light mas- 
age of the muscles is very beneficial. 

If | am successful in generating some 
discussion by those whom I recognize as 
much more capable than I to speak of this 
important class of injuries, the purposes 
of this paper will have been fulfilled. 
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EDITORIAL 


TISSUE DIAGNOSIS IN THE 
OPERATING ROOM 





And Immediate Cover-slip Examinations 
of all Fluids and Pus 


(The following ommunic on from lh Lbiood 

od is so timely and pertinent to existing condi 

ons, Which may be remediec that its publication 
n editorial seen tified id) 


| will consider it a courtesy if you will 
publish this letter in your journal, as | 
am anxious to come in correspondence with 
pathologists and surgeons interested in the 
immediate examination, by frozen section, 
of tissue in the operating room and the im- 


mediate cover-slip studies of smears from 
all fluids and pus. 

Microscopic examination of stained fro- 
zen sections has been possible for more 
than a quarter of a century. The stain- 
ing of unfixed frozen sections with poly- 
chrome methylene blue and other stains 
is a well-established procedure. In many 
operating rooms in university and other 
large and small surgical clinics, provisions 
for these immediate diagnostic studies 
have not only been available, but have been 
in practical use for years. While, unfor- 
tunately, on the other side, this diagnostic 
part of the operating room is conspicuous 
by its absence in many clinics. 

Before 1915 it was rarely necessary for 
a surgeon well trained in gross pathology 
to need a frozen section to help him in 
diagnosis at the operating table. Since 
1915, and especially since 1922, the public 
has become so enlightened that malignant 
disease formerly easily recognized either 
clinically or in the gross, now appears in 
our operating rooms devoid of its easily 
recognized clinical and gross appearance 
and can only be properly discovered by an 
immediate frozen section. The majority 
of operating rooms are not equipped or 
prepared for this new diagnostic test. 

The first essential part for this diag- 
nosis is the technician — one to cut and 
stain the frozen section, or to make and 
stain the smear. The second is a pathol- 
ogist trained to interpret it. It is possible 
for the surgeon to be all three in himself, 
and some young surgeons are so equipped. 
In others it is a dual combination—sur- 
geon and pathologist in one, and the tech- 
nician. More frequently it is three—op- 
erator, technician and pathologist. It 
makes little difference whether it is one, 
two or three individuals, providing each 
has the equipment and training for this 
most difficult diagnostic test. 





In the address as chairman of the sur- 
vical section of the Southern Medical As- 
sociation, | discussed biopsy, and this pa- 
per has been published in the Southern 
Medical Journal for January, 1927 (Vol. 
XX, page 18.) A reprint of this paper will 
be sent to anyone on request. The chief 
object of this letter is to come in contact 
with surgeons and pathologists who are 
sufficiently interested in this problem to 
discuss it either by correspondence, or by 
attending a meeting in the surgical patho- 
logical laboratory of the Johns Hopkins 
Hospital, either the Monday before, or the 
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Friday after the meeting of the American 
Medical Association in Washington. 

Schools for technicians may have to be 
established in different sections of the 
country, and the surgical pathological la- 
boratories of the medical schools and the 
larger surgical clinics should offer courses 
in this tissue diagnosis, so that surgeons 
may learn to become their own patholo- 
gists, or pathologists learn the particular 
needs of the surgeon in tissue diagnosis in 
the operating room. 

It is quite true that when the majority 
of the public are fully enlightened, the 
surgeon will see lesions of the skin and 
oral cavity and the majority of subcutane- 
ous tumors when they are so emall that 
their complete excision is not only in- 
dicated, but possible without any mutila- 
tion. The chief danger here will be a sur- 
vical mistake—the incomplete removal of 
an apparently innocent tumor. There is 
no necessity here for biopsy. If a proper 
local excision is done, no matter what the 
microscope reveals, that local operation 
should be sufficient. But when lesions of 
the skin, oral cavity and soft parts are ex- 
tensive and their complete radical removal 
mutilating, then there must be biopsy to 
establish the exact pathology. 

In tumors of the breast and disease of 
bone, for years, the diagnosis could be 
made clinically, or from the gross appear- 
ances at exploration. But now, in an in- 
creasing number of cases, the breast tumor 
must be explored, and the gross pahtology 
of this earlier stage is not sufficiently dif- 
ferentiated to allow a positive diagnosis. 
immediate frozen sections are essential to 
indicate when the complete operation 
should be done. The same is true of the 
earlier stages of lesions of bone. The X- 
rays no longer make a positive differentia- 
tion between many of the benign and ma- 
lignant diseases, for example, sclerosing 
osteomyelitis and sclerosing osteosarcoma. 

We must not only specialize in tissue 
diagnosis, but we must organize this de- 
partment so that it will function properly 
in aS many operating rooms as possible 
in this country. 

Then there is a final and most difficult 
question to consider. I doubt if it can be 
settled. What shall be done in those oper- 
ating rooms in which there is no techni- 
cian to make the sections and no one 
trained to interpret the microscopic pic- 
ture? How can a piece be excised or a 
tumor removed, for example, from the 
breast, and this tissue sent to some labora- 


tory for diagnosis without incurring the 

risk of the delay to the patient. I have 

discussed this point in my paper on biopsy. 
JOSEP COLT BLOODGOOD, 


Sure I | Labor 





: - 
Editorial Notes—Personal and General | 
| 


DR. J. M. Thompson, Walters, has opened a 
new hospital at that place. 





DR. J. P. BARTLEY, Duncan, visited Dallas 
and Hot Springs’ clinics in March 


DR. W. C. SAIN, Ardmore, is spending several 
weeks in Chicago in the clinics of DeLee and 
Grulee. 

DR. WM C. MILLER, Guthrie, who recently 
underwent an operation for appendicitis, made a 
lice recovery. 


DR. JOHN O. McREYNOLDS, vice president of 
the American Medical Association, will be one of 
the guests of honor at the Muskogee meeting, 
May 4-6. 


St. JOHNS HOSPITAL, Tulsa, entertained 
more than 3,000 visitors upon the occasion of the 
first ‘anniversary, March 6. 


MARLOW held a crippled children’s clinic, 
March 10th. Seventy-one children were examined 
The clinic was conducted by Drs. W. K. West, 
Oklahoma City, and A. M. McMahon, Duncan. 


SHAWNEE must pay $12,500 and costs of suit 
according to a decision recently rendered by jury 
trial, by reason of a hot water bottle burn re 
ceived by a patient in the city hospital, following 
an operation. 


DR. S. R. CUNNINGHAM, Oklahoma City, held 
a clinic for crippled children at Waurika in March 
Dr. D. B. Collins, Waurika, was host to attending 
physicians who participated in the clinic. 





DR. HARRY MCQUOWN 


Dr. Harry McQuown, a resident of Re 
Rock for many years, was shot and in 
stantly killed on the morning of March 3rd 
Dr. McQuown was born at Peoria, Texas 
October 30, 1874, obtaining his preliminary 
education at Park College. He attended the 
Ft. Worth University, graduating from that 
school’s medical department in April, 1901. 
He practiced at Fallis, in Lincoln County, 
for a number of years, after which he lo 
cated in Red Rock. He is survived by his 
wife and five children, who reside at Still 
water, where the children attended school. 
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DR. J. E. HARBISON, Oklahoma City, has been 
appointed surgeon for the Oklahoma City rail- 
ways. 


DR. C. V. RICE, Muskogee, spent several weeks 
in March attending Cleveland and St. Louis Pe- 
diatric Clinics. 

JACKSON COUNTY, meeting at Altus, March 
29, elected president, Raymond H. Fox, Altus; E. 
S. Crowe, vice-president, Olustee, and Earl W. 
Maby, secretary-treasurer, Altus. 

A TUBERCULOSIS CLINIC was held in Ok- 
mulgee County March 11th and 12th at Okmul- 
gee. Drs. R. M. Shepard, Superintendent of Tali- 
hina, and J. O. Wails, health officer, conducted 
the clinic. 





STEPHENS COUNTY Medical Society elected 
the following officers for 1927: Drs. S. H. Wil- 
liamson, president; A. M. McMahon, vice-presi- 
dent; B. H. Burnett, secretary-treasurer; censor, 
J. R. Brewer; delegates, A. J. Weeden and L. M. 
Overton, Duncan. 





DR. FRED A. GLASS has the commiseration 
and sympathy of every one who knows and ap- 
preciates the taste of “country smoked ham.” A 
thief recently relieved the doctor of forty hams 
just as they were receiving the finishing touches 
of their transition to perfection. 








DR. HENRY COLLINS ROGERS. 

Dr. H. C. Rogers, Muskogee, for thirty 
years a prominent practitioner in that city, 
died after a short illness Monday morning, 
April 18. He had never been a strong man 
physically and died as a result or uremic 
poisoning. Born at Memphis, Tenn., March 
10, 1867, after attending the common 
schools, he entered the Memphis Hospital 
Medical College, graduating from that school 
in March, 1888. He practiced until 1893 
in Memphis, moving to Hot Springs, where 
he remained until 1896, after which he 
moved to Muskogee where he has been con- 
tinuously at work until three days prior to 
his death. He is surviyed by his widow. 

Furneral services were held at the Episco- 
pal Church, with interment at Greenhill 
Cemetery. An escort of Knights Templar 
assisted in the last rites. 

Probably no Muskogee physician had as 
many friends as Dr. Rogers. His life work 
was one of constant devotion to duty, exe- 
cuted at all times with unfailing courtesy 
and sympathy. He was connected with the 
Muskogee County and State Medical or- 
ganizations from the time of their organiza- 
tion. His work was devoted to general prac- 
tice and internal medicine. For many years 
he had been on the staff of the Midland 
Valley Railway. He enjoyed a large practice 
and leaves hundreds of friends over East- 
ern Oklahoma who sincerely mourn his 
passing. The pall bearers were all physician 
friends and practically every physician in 
Muskogee was in attendance at the funeral. 








THE HOSPITAL CLINICAL CONGRESS of 
North America will meet in Milwaukee, June 20- 
24, under the auspices of the College of Hospital 
Administration of Marquette University. The 12th 
Annual Convention of the Catholic Hospital As- 
sociation of the United States and Canada will 
be held coincident with the Clinical Congress. 





UNIVERSITY HOSPITAL, Oklahoma City, ac- 
cording to recent ruling of Attorney General Dab- 
ney will not be required to give free services to 
patients sent in by counties, but the counties must 
pay for such services. He holds in effect that in- 
sane cases are charged to the entire state, while 
others are the concern of the localities sending 
them for treatment. He also held that cases of 
indigent tuberculosis in state institutions must 
be paid for by the state rather than the counties 
from which they come. 








DR. JAMES ALFRED ADAMS 


Dr. J. A. Adams, Alma, died at Duncan 
after a short illness, March 10, 1927, death 
being due to pneumonia. Born in Kaufman 
County, Texas, October 18, 1858, after at- 
tending the common schools of that county, 
he graduated in medicine from the Univer- 
sity of Louisville, March 5, 1883. After 
practicing in Texas he located in Sulphur 
where he practiced for nineteen years, mov- 
ing to Alma about two years ago. 














DR. AMOS H. CULP 


Dr. A. H. Culp, Beggs, died at his home 
| March 19th, after a lingering illness. Dr. 
Culp was born at Parkersburg, Va., Oc- 
tober 23, 1860. His preliminary education 
was obtained at Hooper Institute, Clarks- 
burg Mo., after which he was graduated 
from Louisville Medical College February 
18, 1888. He practiced in Otterville, Mo., 
from 1888 to 1901, when he located in 
Beggs. For many years he was physician 
to the Nuyaka Indian School and the Fris- 
co railway at Beggs. Dr. Culp represented 
Okmulgee County in the legislature in 1922, 
and served as Senator from that District 
in 1924, which position he occupied until 
illness forced him to give up his duties. He 
is survived by his wife and a daughter, Mrs. 
Louis Steigleider of Beggs. Funeral ser- 
vices were conducted under auspices of the 
Masonic Fraternity of Okmulgee, of which 
order he had been a prominent member for 
many years. Okmulgee County and Eastern 
Oklahoma lose a most valuable citizen in 
the demise of Dr. Culp. He was a very suc- 
cessful practitioner, a man of large hu- 
mane instincts, very liberal to those in need 
of his aid, a fine old citizen in every re- | 

| 

| 








spect and above all a man whose friendship 
was considered an honor. In his service as 
legislator for several years he was always 
found aligned with the best interests of the 
people of Oklahoma. 
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PROGRAM 


THIRTY-FIFTH ANNUAL SESSION, OKLAHOMA STATE MEDICAL 
ASSOCIATION, MAY 4-5-6, 1927. 


Place—Masonic Temple, 6th and Bos- 
ton. 

Telephones—65 and 2718. 

Registration — Physicians, resident of 
Oklahoma, must be in good standing for 
1927, that is they must have issued to them 
certificate of membership for this year. 
Registration will be made from a roster of 
members at the Registration desks in the 
Exhibit Hall, which roster is made up 
from the 1927 remittance sheets as filed 
by county secretaries. Members not hold- 
ing certificates of membership should at 
once consult their county secretaries and 
see that their record is cleared. 

Delegates—Should present their creden- 
tials to the Credentials Committee, Mason- 
ic Building, as soon as possible after arri- 
val, in order to facilitate the first meeting 
of the House of Delegates. 

Papers—Are the sole property of this 
Association, and upon presentation should 
be handed to the Section Officer or to the 
State Secretary. If carried home for cor- 
rection or alteration much unnecessary 
correspondence and delay is caused. They 
should be prepared exactly as it is desired 
that they appear in the Journal, and in the 
following manner: Title, author, name 
and address, and the date and section in 
which it is read. Before final publication 
is made printer’s proof will be sent the 
author for correction. Papers should be 
clearly typewritten, double spaced, and 
prepared in duplicate. If any one is named 
to open discussion of such papers, copy or 
at least an abstract should be supplied the 
openor before the meeting. 

The Council—Will meet at 11:00 A. M., 
May 4, Hotel Severs. All matters pertain- 
ing to the business of the Association 
should be presented to the Council. 

The House of Delegates—Will meet in 
the Auditorium, Masonic Temple, at 1:00 
P. M., May 4. Delegates must have their 
credentials in the hands of the Credentials 
Committee before being seated. 

The General Meeting—Will be held at 
8:00 P. M., May 4, Auditorium, Masonic 
Temple. 








Scientific Sections—All Scientific Sec- 
tons will meet at 3:00 P. M., May 4, and 
continue their deliberations until the pro- 
gram is completed. Papers to be read will 
be called in the order they appear upon the 
program and if passed and if not offered 
will drop to the bottom of the program, 
except the Section may vote to alter the 
rule. Section officers should be selected 
at the end of the first meeting, rather than 
at the end of the Section work. 

Clinics—Will be held on the mornings 
of May 4th and 5th at the Oklahoma Bap- 
tist and U. S. Veterans’ Hospital. These 
will begin at approximately 8:00 A. M. 

Women’s Auxiliary—Will meet at the 
Country Club, Thursday, May 5, at 10 A. 
M. A program, luncheon and other enter- 
tainment features are being prepared 

Golf—The Muskogee Town and Coun- 
try Club Golf Course will be open to all 
attending physicians desiring to play. 

The President's Reception and dance 
will be held at the Masonic Temple, Thurs- 
day, May 5, 8:30 P. M. 

Ph illips Petroleum Company Luncheoi 
—Dr. O. S. Somerville, Bartlesville, Medi- 
cal Director Phillips Petroleum Company, 
announces that he will tender the physi- 
cians of this company a luncheon at Hotel 
Severs, 12:30 P. M., May 5. A talk on In- 
dustrial Surgery will be the feature at the 
time. 

Medical Reserve Officers Banquet—Will 
be held at Hotel Severs, 6:30 P. M., Thurs- 
day, May 5. Tickets for this function will 
be obtainable at the Registration desk, 
Masonic Temple. 

Muskogee County Medical Society has 
named the following committees for exe- 
cution of various phases of the meeting: 

General Chairman—J. Hutchings White 

Finance—A. L. Stocks. 

Clinices—I. B. Oldham, W. P. Fite. 

Exhibits, Meeting Places—C. A. Thomp- 
son. 

Women's Auxiliary—Mrs. H. C. Rogers 
and Mrs. J. H. White. 

Medical Reserve Corps Banquet—Hugh 
Scott, S. E. Mitchell and C. A. Thompson. 
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HOTEL RATES 

The following rates are announced by 
the hotels listed: 

The Severs—Without bath, single, $1.25 
to $2.00, double, $2.50 to $3.50: with bath, 
single, $3.00 to $4.00; double, $5.00 to 
$6.00. Cafe in connection. 

Hotel Muskogee—Without bath, single, 
$1.50, double, $2.50; with bath, single, 
$2.50, double $4.00. Cafe in connection. 


Bedouin Temple, 6th and Boston—Has a 
limited number of rooms available for 
Shriners; rate, $1.50. No dining service. 


CLINICS 
Clinics will be held from 8:30 A. M. to 
12:00 M., May 5th and 6th, at Oklahoma 
Baptist Hospital, 6th and Fon du Lac, tel- 
ephones 1122 and 1565; and at the United 
States Veterans Hospital, Honor Heights, 
telephone 5430, from 8:00 A. M. to 12 M. 
OKLAHOMA BAPTIST HOSPITAL 


Surgery: 

Drs. W. P. Fite and Halsell Fite. 

Drs. J. Hutchings White and R. N. Hol- 
comb. 

Drs. I. B. Oldham and I. B. Oldham, Jr. 


General Medicine: 

Dr. C. V. Rice, Infant Feeding. 

D. C. E. White, Hygiene of the New- 
born. 

Drs. C. N. Fullenwider and M. K. 
Thompson, Eye, Ear, Nose and Throat. 

Dr. C. W. Heitzman, Treatment of 
Chronic Cholecystitis. 

Dr. Fred G. Dorwart, Diabetes. 

U. S. VETERANS’ HOSPITAL. 

The Heart—Diagnosis, X-ray and Car- 
diographic Work, Drs. Roy A. Wolford and 
Fred G. Dorwart. 

Tuberculosis—Diagnosis, General Care 
and Treatment, Dr. Emanuel Levy. 

Genito-Urinary — Cystoscopy, Syphilol- 
ogy, Drs. S. D. Neely and F. E. Warter- 
field, Muskogee, and Rex Bolend, Oklaho- 
ma City. 

Dermatology—Drs. S. D. Neely and A. 
L. Stocks. 


Surgery 





(Surgical work presented will 


be limited to operations under local anes- 
thesia, appendectomies, herniotomies, 
hemorrhoidectomies and similar cases), 
Drs. W. P. Fite and Claude Thompson. 


Physiotherapy — The general plan and 
application of all Physiotherapeutic meas- 
ures will be demonstrated by presentation 
of patients undergoing routine treatment, 
Dr. Robert L. Mitchell. 

Kye, Ear, Nose and Throat—Thursday, 
8:00 A. M. to 12 M., Dr. S. E. Mitchell. 


Neuropsychiatry — Consideration of 
various types of cases, diagnosis, care and 
treatment, Dr. C. P. Murphy. 

Diagnostic Measures—Special attention 
is invited to the various diagnostic pro- 
cedures, routine and special, in use in this 
hospital. 

Hospital Administration — All depart- 
ments of the hospital will be open to visit- 
ing physicians daily from 8:00 A. M. to 12 
M. Hospital superintendents are invited to 
inspect the dietary system and the general 
management of special features of the in- 
stitution. 


EE 
PROGRAM, GENERAL MEETING 
Masonic Temple. 


May 4, 8:00 P. M. 
Dr. J. Hutchings White, General Chairman 
Presiding 


Music. 
Invocation—REV. A. E. MOODY, Pastor, 
First Presbyterian Church. 

Address of Welcome—HONORABLE PAUL C. 
WILLIAMS, Mayor of Muskogee. 
Response—DR. W. A. TOLLESON, Eufaula. 

Music. 


Presentations of DR. JOHN 0. MCREYNOLDS, 
Dallas, Vice-President, American 
Medical Association; DR. A. S. RISSER, 
Retiring President, Blackwell; DR. 
OLIVER 0. HAMMONDS, State Commis- 
sioner of Health, Oklahoma City; DR. 
J. S. FULTON, President, Oklahoma 
State Medical Association, Atoka. 

President’s Address—DR. FULTON. 

en) — 
EYE, EAR, NOSE AND THROAT 

DR. CHAS. H. HARALSON, New Wright 
Building, Tulsa, Chairman. 

DR. FRANK R. VIEREGG, Secretary, Medical 
Arts Building, Oklahoma City. 
Chairman’s Address — DR. CHAS. H. 
HARALSON, Tulsa. 
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“The Importance of Visual Field 
Studies in Sympathetic Ophthalmia” 
—DR. A. C. McFARLING, Shawnee. 


Discussion by DR. J. R. WALKER, Enid. 
“Effect of Electric Flash on the Eye” 
DR. W. ALBERT COOK, Tulsa. 
Discussion by DR. M. K. THOMPSON, 
Muskogee. 

“Refraction, Oculist or Optician” 
DR. A. L. NEWTON, Oklahoma City. 
Discussion by DR. H. COULTER TODD, 
Oklahoma City. 
“Ocular Muscles” 
Guthrie. 


— DR. C. B. BARKER, 
Discussion by DR. H. P. PRICE, Tulsa; 
DR. L. M. WESTFALL, Oklahoma City, 
and DR. J. C. McDONALD, Okiahoma 
City. 

“Rape riences With Operative Treat- 
ment of Cataracts’—DR. HERBERT 
MOULTON, Fort Smith, Ark. 
Discussion by DR. E. S. FERGUSON, Ok- 
lahoma City. 


“Vincents Disease’’ — DR. D. D. Me 
HENRY, Oklahoma City. 
Discussion by DR. J. W. BEYER, Tulsa. 
“Katernal Otitis Complications’ ’—DR. 
A. M. McMAHAN, Duncan 


Discussion by DR. I. D. WALKER, Black- 
well. 


Pathological Anatomy of the Mas- 
toid Antrum’’—DR. E. F. DAVIS, Okla- 
homa City. 

Discussion by DR. 0. I. GREENE, Bari- 
lesville. 


“Cause Ss and Treatment oO; Seasonal 
Hay-fe ver in Oklahoma’’—DR. RAY M. 
BALYEAT, Oklahoma City. 

Discussion by DR. B. WYNDHAM, Ok- 


mulgee. 


“Foreign Bodies in the Air Passages” 
DR. J. C. BRASWELL, Tulsa. 


Discussion by DR. W. E. DIXON, Okla- 


homa City. 


“Sarcoma of the Choroid” (Three 
Melanotic Case Reports)—DR. J. F. 
GORRELL, Tulsa. 
Discussed by DR. L. C. 
McAlester. 


KUYRKENDALL, 


GENITO 


DR 


DR. 


10. 


URINARY DISEASES, DERMATOL- 
OGY AND RADIOLOGY 

FLOYD E. WARTERFIELD, Chairman, 
Muskogee. 

ELIJAH S. SULLIVAN, Secretary, Medi- 
cal Arts Building, Oklahoma City. 
Chairman’s Address. 


“Cavernositis Acute and Chronic” 
DR. FLOYD E. WARTERFIELD, Chairman. 


“Tse of Vaccines in Urological Treat- 
ment’’—DR. MALCOLM McKELLAR, Tul- 
Sa. 

Discussion opened by DR. REX BOLEND, 
Oklahoma City. 


“Tae Problem of Ureteral 
and Kidney Stone.—DR. NELSE F. OC- 
KERBLAD, Kansas City. 


tr hid ral 


Discussion opened by DR. W. J. WAL- 


LACE, Oklahoma City. 


“Bladder Conditions in Diseases of 
the Central Nervous System’’—DRS. 
W. J. WALLACE and 8S. F. WILDMAN, 
Oklahoma City. 
Discussion opened by DR. 
WARTERFIELD, Muskogee. 


FLOYD E. 


“Cystitis” (A report of two cases) 
DR. G. E. JOHNSTON, Ardmore. 
Discussion opened by DR. ELIJAH 8. 


SULLIVAN, Oklahoma City. 


“Management of Acute Gonorrhea in 
the Male—nR. HENRY 8S. BROWNE, Tul- 
Sa. 

Discussion opened by DR. MALCOLM 


McKELLAR, Tulsa. 


“Management of Chronic Gonorrhea 
and Its Sequelae—DR. ELLIS MOORE, 
Oklahoma City. 

Discussion opened by DR. E. L. C. 
COENHOUR, Tulsa. 


“N-Ray of the Urinary Tract’’—DR. E 
Cc. WILSON, Oklahoma City. 
Discussion opened by DR. S. E. VEN- 


ABLE, Tulsa. 


“Pyelography’—DR. 8. D. NEELY, Mus- 


kogee. 

Discussion opened by DR. J. E. HEAT- 
LY, Oklahoma City. 

“Case Report’—bDR. J. R. ANDERSON, 
Tulsa. 


Discussion opened by DR. A. L. STOCKS, 


Muskogee. 
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11. “Epithelioma of the Lip and Face”’— 
(Lantern Slides)—DR. C. P. BONDU- 
RANT, Oklahoma City. 

Discussion opened by DR. JAMES STE- 
PHENSON, Tulsa. 

— — - —— — () — ——_ — 
GENERAL MEDICINE, NEUROLOGY 
PATHOLOGY AND BACTERIOLOGY 
DR. LEONARD C. WILLIAMS, Chairman, Paw- 

huska, 

DR. L. A. MITCHELL, Secretary, Stillwater. 
Chairman’s Address. 

1. “Uses and Abuses of Insulin’’—DR. 
LEA A. RIELY, Oklahoma City. 
Discussion by DR. T. H. McCARLEY, Mc- 
Alester. 

2. “Treatment of Rheumatic Fever’— 
DR. C. K. LOGAN, Hominy. 
Discussion by DR. W. C. MITCHENER, 

Okmulgee. 

3. “Poisoning by Carbon Monoxid”’— 
DR. H. T. BALLANTINE, Muskogee. 
Discussion by DR. T. T. SHACKELFORD, 
Haskell. 

1. “Heart Disease’’—DR. FRED G. DOR- 
WART, Muskogee. 

Discussion by DR. ROY A. WOLFORD, 
Muskovee. 

5. “Epidemic Encephalitis’ —DR. M. S&S. 
GREGORY, Oklahoma City. 

Discussion by DR. W. W. RUCKS, Okla- 
homa City. 

6. “Pellagra’—DR. F. M. ADAMS, Vinita. 
Discussion by DR. E. S. LAIN, Oklaho- 
ma City. 

7. “The Present Status of Our Know- 
ledge Concerning the Etiology and 


Treatment of Pernicious Anemia’— 
DR. L. D. THOMPSON, St. Louis. 


“Two Cases of Streptothrix Infection 
in the Human’’—bDR. L. A. MITCHELL, 
Stillwater. 
Discussion by DR. LEA A. RIELY, Okla- 
homa City. 


9. “The Arrythmias, Their Cause, Im- 
port and Points on Office Diagnosis” 
DR. W. J. TRAINOR, Tulsa. 


os 


Discussion by DR. A. B. CHASE, Okla- 
homa City. 


OBSTETRICS AND PEDIATRICS 


DR. C. V. RICE, Chairman, Muskogee. 

DR. W. A. DEAN, Secretary, Tulsa. 

Chairman’s Address—DR. C. V. RICE, Mus- 
kogee. 

“Diagnosis and Treatment of Asthma in 
Children”—DR. RAY M. BALYEAT, Ok- 
lahoma City. 

Discussion opened by DR. CARROLL M. 
POUNDERS, Oklahoma City. 
Discussion continued by DR. K. C. 
REESE, Tulsa. 

“Physiotherapy, A Neglected Aid in Ob- 
stetrics and Gynecology”’ — DR. A. C. 
HIRSHFIELD, Oklahoma City. 
Discussion opened by DR. T. H. McCAR- 
LEY, McAlester. 

Discussion continued by DR. R. H. 
HARPER, Afton. 

“Infant Feeding With Acidified Milk”— 
DR. WAYNE A. RUPE, St. Louis, and Ex- 
tension Department of Oklahoma 
University. 

Discussion opened by DR. K. C. REESE, 
Tulsa. 

Discussion continued by DR. CARROLL 
POUNDERS, Oklahoma City. 


“The Toxemias of Pregnancy’’—DR. T. H. 
McCARLEY, McAlester. 
Discussion opened by DR. W. A. DEAN, 
Tulsa. 
Discussion continued by DR. E. EUGENE 
RICE, Shawnee. 


“Pellagra in Southeastern Oklahoma”’— 
DR. G. E. HARRIS, Hugo. 
Discussion opened by DR. RAY M. BAL- 
YEAT, Oklahoma City. 
Discussion continued by DR. W. M. 
TAYLOR, Oklahoma City. 

“Prevention of Birth Injuries’’—bR. E. P. 
ALLEN, Oklahoma City. 
Discussion opened by DR. DICK LOW- 
ERY, Oklahoma City. 
Discussion continued by DR. McDON- 
ALD, Tulsa. 


“The Kidneys During Pregnancy’’—bdR. 
E. EUGENE RICE, Shawnee. 
Discussion opened by DR. WELLS, Ok- 
lahoma City. 

Discussion continued by DR. OSBORN, 
Tulsa. 
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“Athrepsia and Its Treatment’”’—DR. K. C. 

REESE, Tulsa. 
Dis:ussion opened by DR 
POUNDERS, Oklahoma City. 
Discussion continued by DR. SOLOMON, 
Oklahoma City. 

“Rural Obstetrics’”—bDR. E. T. 
Cleveland. 
Discussion 
Kiowa. 


CARROLL 


ROBINSON, 


opened by DR. HARRIS, 
Discussion continued by DR. C. W. 
TOWNSEND, Oklahoma City. 
“Treatment of the Child Versus Treatment 
of the Disease’—DR. CARROLL M. 
POUNDERS, Oklahoma City. 
Discussion opened by DR. K. C. REESE, 
Tulsa. 
Discussion continued by DR 
DELL, Ponca City. 
“Management of Labor With Occipita 
Posteria Position”’—bDR. R. H. HARPER, 
Afton. 
Discussion opened by DR. E. P. ALLEN, 
Oklahoma City. 
continued by DR. M. L. 


ARREN- 


Discussion 
LEWIS, Ada. 

“Preventative Medicine in Infancy and 
Childhood’’—bDR. CLARK H. HALL, Ok- 
lahoma City. 

Discussion opened by DR. C. E. BRAD- 
LEY, Tulsa. 

Discussion continued by DR. SOLOMON, 
Oklahoma City. 

“Kar, Nose and Throat Problems of the 
Pediatrician” (With Slides)—DR. M. 
F, ARBUCKLE. St. Louis. 

“Thymus Gland Enlargement, Clinical 
Manifestations With Roentgeno- 
grams” —DR. W. M. TAYLOR, Oklahoma 
City. 

Discussion opened by DR. R. E. MYERS, 
Oklahoma City. 

“Pyelitis In Children’”’—DR. M. L. 

Ada. 


Pediatric Clinic. 


LEWIS, 


= 0 — 
SECTION MEETINGS 
SURGERY AND GYNECOLOGY 








DR. A. W. PIGFORD, Chairman, Palace Build- 
ing, Tulsa. 

DR. I. N. TUCKER, Secretary, Daniel Build- 
ing, Tulsa. 


Chairman’s 


rn 


Address—“The History and 
Progress of Gynecology’”—DR. A. W. 
PIGFORD, Tulsa. 

“The Fibroid Uterus’’—bDR. LOUIS H. 
RITZHAUP, Guthrie. 

Discussed by DR. C. D. F. O0’HERN, Tulsa 
“Cervical Cancer’—DR. W. H. LIVER- 
MORE, Chickasha.. 

Discussed by DR. G. A. WALL, Tulsa. 
“Katra-Uterine Pregnancy” — _ DR. 
FENTON M. SANGER, Oklahoma City. 
Discussed by DR. HARRY MURDOCK, 
Tulsa. 

“The Surgical Procedure of Choice 
for Eradication of Gonorrhea in the 
Female’—DR, F. A. HUDSON, Enid. 
Discussed by DR. R. M. HOWARD and 
DR. WILLIAM J. WALLACE, Oklahoma 


City. 

“Oblique Inguinal Hernia, A Funda- 
mental Principle Underlying Its 
Cure’ —(Lantern Slides) DR. G. A. 


WALL, Tulsa. 

Discussed by DR. R. M. HOWARD, Okla- 
homa City, and DR. FRED Y. CRONK, 
Tulsa. 

“Tuberculous Peritonitis” 
LONG, Oklahoma City. 
Discussed by DR. McLAIN ROGERS, Clin- 
ton, 

“Surgery in Its Application to the 
Treatment of Selected Cases of Pul- 
monary Tuberculosis” — DR. HORACE 
REED, Oklahoma City. 

Discussed by DR. R. M. SHEPPARD, Tala- 
hina and DR. L. J. MOORMAN, Oklaho- 
ma City. 

**Post Op rative Massive 
the Lungs’’—DR. D. L. GARRETT, Tulsa. 
Discussed by DR. HORACE PRICE, Tulsa. 
“Restoration of Ankylosed Joints” 
DR. W. H. SISLER. Tulsa. 
Discussed by DR. E. D. 
homa City. 


DR. LEROY 


Collapse of 


McBRIDE, Okla- 


“The Broader Viewpoint of Arthrit- 
is"—DR. WM. H. BAILEY, Oklahoma 
City. 


Discussed by DR. W. H. SISLER, Tulsa, 
and DR. E. D. McBRIDE, Oklahoma C.ty. 
“Repair of Injured Peripheral Ner- 
ves’’—DR. SAMUEL R. CUNNINGHAM, 
Oklahoma City. 

Discussed by DR. W. P. FITE, Musko- 
gee, and DR. LEROY LONG, Oklahoma 
City. 
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12. “Acute Osteomyelitis” — DR. R. V. 
SMITH, Tulsa. 

Discussed by DR. CLARK H. HALL, Ok- 
lahoma City. 

13. “Tumors of the Bone” — (Lantern 
Slides) DR. FRED Y. CRONK, Tulsa. 
Discussed by DR. W. K. WEST, Oklaho- 
ma City. 

—————_——_0 


PROGRAM OF WOMEN’S AUXILIARY 


First Session Thursday, May 5, at Ten 
A. M., The Country Club. 


DR. WINNIE SANGER, President, Presiding. 
1. Song—‘‘America.” Prayer. 

2. Welcome Address—Mrs. J. Hutchings 
White, Muskogee. 

3. Response—Mrs. Edw. F. Allen, Okla- 
City (President elect). 

1. Address, by State President—”Pur- 
poses of the Auxiliary.” 

5. Report of State Officers—Mrs. Allen; 
Mrs. West, Eufaula; Mrs. Scott, 
Shawnee; Mrs. Bailey, Sulphur; Mrs. 
Bobo, Treasurer, Norman. 

6. Reports of County Delegates. 

7. Music, Muskogee number. 

8. Consitution and By-Laws read by 
Secretary, Mrs. H. E. Bailey. 
Adjournment for lunch, and social 
hour, until two o’clock. 

2:00 P. M.—Music, Muskogee num- 
ber. 

Reading. 

Election of officers and delegates to 
the American Medical Association, 
Washington, D. C., May 16, 17, 18, 
1927. 

Report, from the Southern Medical 
Auxiliary, 1926 session, by Mrs. 
Ernest Sullivan, Oklahoma City, 
Treasurer of this Section. 
“Inspirations From the Greater Meet- 
ings,” Mrs. W. K. West, Oklahoma 
City. 

Roll Call. 

“Hygeia”—Mrs. D. Long, Duncan. 
“Programs of County Auxiliaries,” 
led by Mrs. Walter Bradford, Shaw- 
nee, and Mrs. B. A. Hayes, Oklahoma 
City. 

Adjournment. 





| 
Additional Personal and General 





(Continued from page 103) 





WOOD COUNTY MEDICAL SOCIETY had as 
guests of honor March 9, Drs. Lea A. Riely, Okla- 
homa City, who talked on “Diabetis,” Dr. S. N. 
Mayberry, Enid, whose subject was “Manage- 
ment of Tuberculosis in the West,” and Professor 
L. A. Turley, Oklahoma City, Assistant Dean of 
the University. 


CHICAGO MEDICAL SOCIETY announces 
Summer Clinics of two weeks duration, June 13, 
24 and June 27 to July 8. All large hospitals, 
many special hospitals and laboratories are co- 
operating and announcement of schedules will 
soon be made. These will be sent to more than 
10,000 physicians in Illinois, to whom the Clinics 
were originally restricted, but registration is now 
open to all. 

AMERICAN ASSOCIATION FOR THE STUDY 
OF ALLERGY will hold its fifth annual meeting 
in Washington, Washington Hotei, May 16-17. All 
physicians interested in the study of allergy are 
invited to attend the daily sessions and be present 
at the dinner to be given the Association, Monday 
evening, May 16. Dr. Ray M. Balyeat, Oklahoma 
City,,is on the program with a paper, “Factors 
Which Determine the Pollen Content of the Air.” 


—$______—_Q—______— 





EYE, EAR, NOSE and THROAT 
Edited by Jas. C. Braswell, M. D 
726 Mayo Bldg., Tulsa 





Suppuration in the Ethmoidal and Sphenoidal Sin- 
uses: Cavernous Sinus Thrombosis: Death: Au- 
topsy., Turner, A. L., and Reynolds, F. E., J. 
Laryngol. and Otol., 1926, xli, 442. 

The authors report a case of cavernous sinus 
thrombosis, basal leptomeningitis, and subperio- 
steal orbital abscess. The findings made at au- 
topsy and at microscopic examination of serial 
sections through the disecsed area indicated that 
inflammation of the mucosa of the ethmoidal and 
sphenoidal air sinuses extended to the walls of 
these sinuses, inducing a chronic necrosis, and in 
penetrating the walls infected the red marrow. 
Later, it passed by way of the diploic veins to 
the cavernous blood sinus, giving rise to acute 
septic thrombosis. The septic thrombus in the 
blood sinsus then extended along the tributary 
veins into the orbit, dura mater, and pia mater; 
and an acute purulent leptomeningtis developed. 

In a review of hospital material it was found 
that spontaneous intracranial complications oc- 
curred in 0.6 per cent of the cases of accessory 
sinus disease and in 2.2 per cent of cases of aural 
disease. The source of the infection was the fron- 
tal sinus in 61 per cent, the sphenoid sinus in 17 
per cent, the ethmoids in 14 per cent, and the 
maxillary sinus in 3 per cent. In descending 
order of frequency, the most common complica- 
tions were brain abscess, acute leptomeningitis, 
and infective thrombosis of the cavernous blood 
sinus. 
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lodized Oil (Lipiodol) in Otolaryngological Diag- 
nosis—Opaque Injection Study of Thirty-five 

Maxillary Sinuses. Frazier, R. H., J. Michigan 

State M. Soc., 1926, xxv, 270. 

Fraser reports thirty-five cases in which a mix- 
ture of one part iodized oil and two parts of pe 
trolatum was used in the roentgenological study 
of the maxillary sinuses. The sinus was punc- 
tured with a needle, all discharge present was 
washed out, and air was then introduced to force 
out all of the solution. The head was then turned 
so that the ostium was uppermost and enough of 
the oil mixture was injected to fill the cavity. 
When the cavity was full, resistance was felt or 
the pharyngoscope showed the oil coming through 
the ostium. With the head in the same position, 
lateral and postero-anterior stereograms were 
made. 

In disease, the mucoperiosteum widens. The 
cavities to be considered in the diagnosis are the 
cavity in the bone, the cavity as filled, and the 
filling defect. In the cases of suppurative maxil- 
lary sinusitis which are reviewed, the mucoperio- 
steum thickening ranged up to II mm. When 
there is no tendency toward hyperplasia any plan 
of continuous aeration and drainage gives relief. 
A filling defect of 60 per cent decreases the like- 
lihood of recovery under conservative surgical 
treatment. In chronic hyperplastic maxillary 
sinusitis the maximal uniform filling defect cap- 
able of resolution without curettage is probably 
under 40 per cent. 

The method described may be used to determine 
the presence of abnormalities of the antrum or 
its invasion by dental cysts and other pathologi- 
cal processes, the type of the pathological process 
in acute inflammation, the type of treatment 
necessary, and what must be accomplished in 
chronic hyperplasia. 


The Surgical Treatment of Acute Suppurative 
Paranasal Sinusitis. Shea, J. J., J. Am., M. Ass. 
1926, Ixxxvii, 162. 

The author points out that the surgical treat 
ment of acute suppurative paranasal sinusitis is 
of the emergency type and should be carried out 
with as little trauma as possible. Drainage is 
best obtained with rubber tubing. In children, 
the maxillary sinus is most frequently involved. 
In maxillary sinusitis, Shea obtains drainage by 
inserting a knife or trocar into the antrum under 
the inferior turbinate and as far back as possible, 
then enlarging a window with a rasp to accomo- 
date a catheter, inserting the catheter into the 
antrum over a trocar, and using suction or irri- 
gation. 

The severe pain of an acute frontal sinusitis 
is due to the vacuum that is formed behind the 
escaping discharge. This may sometimes be over- 
come by alternate suction with gentle pressure 
or by passing a frontal sinus catheter through 
the frontal duct or resecting the anterior end of 
the middle turbinate. In cases in which rupture 
is feared Shea uses a Lynch radical frontal oper- 
ation incision, opens the sinus with a small burr, 
passes a catheter into the sinus, and allows the 
incision to remain open. Because of the danger 
of osteomyelitis of the frontal bone, the anterior 
wall should not be attacked during the acute 
stage. 

Sphenoiditis in children is diagnosed from head- 
ache and the X-ray findings. Shea recommends 


for such cases irrigation with De>n’s antral ir 
rigating apparatus 

Acute ethmoiditis is rare in children, but when 
it occurs it usually ruptures into the orbit and 
requires external drainage. In adults the cells 
should be punctured and drained by suction o7 
irrigation. The middle turbinate should not be 
touched. In the after-treatment, the channels 
should be kept open and protein silver salts em 
ployed. 

This report was discussed by Lynch, Skillern, 
Lewis, Shambaugh, and Pratt. Most of the views 
expressed were not in accord with those of th 
author, the consensus of opinion being that oper 
ation is rarely necessary in acute sinusitis in 
children. 


A Septum in the Nasopharyngeal Space (Le clois- 
sonnement du cavum.) Razemon, H.: Arch, in- 
ternat. de laryngol., 1926, xxxii, 396. 


Since 1908 the author has noted that patient 
operated upon for adenoids or deviations of the 
septum sometimes continue to complain of nas-l 
obstruction after the operation Careful exam 
ination in such cases has shown that the nasal 
septum was continued into the nasopharynx, divid 
ing the latter more or less completely into two 
spaces and decreasing its capacity and the height 
of the choanae. The septum consists entirely cf 
bone or of bone and a fibrous membrane 

Moure and Brindel state that occasionally the 
vault of the nasopharynx is not plane or slightl) 
concave and that the space may be divided from 
in front backward by the vomer which forms a 
sort of median ridge. Comparative anatomy) 
shows that in anthropoid apes the pharyngeal 
tubercle is replaced by a ridge, and in certain 
other species of animals a membranous septum 
is found in the nasopharynx. 

Razemon has seen the septum described it 


twenty-eight patients, including adults and in 
fants and members of both sexes. He finds that 
removal of the septum facilitates breathing and 
improves the general condition. He has operated 


upon twenty patients ranging in age from 9 to 
33 years, and has never noted any ill effects from 
the operation. He performs it under local anaes 
thesia or ethyl chloride anaesthesia supplemente 
by local anaesthesia. 

Brief histories of eight typical ases are re 


ported. 
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Traction In Diseases and Deformities of the Joints 
J. L. Porter, J. Bone and Joint Surg., 1926, viii, 
753. 


In the treatment of diseases and deformities 
of the joints, traction is indicated not only to 
place at rest and immobilize the affected part, 
but also, and chiefly, obtain muscular relaxation. 

In all painful affections of the spine except 
carcinoma, traction on the head with the patient 
recumbent is the most valuable measure for the 
relief of pain and muscular rigidity and- spasm. 
A very efficient halter can be made with a mus 
lin bandage. A piece of bandage 3 inches wide 
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is carried around the chin and the end held above 
the head by an assistant. Another piece of the 
same length is carried around the occiput and 
held in the same way. The two pieces are then 
tied together with a short piece of bandage where 
they cross over the ears, and the two ends are 
tied together on each side to make a long loop 
to be hooked over the spreader from which the 
traction is obtained over a pulley. The amount 
of traction to be exerted depends upon the pa- 
tient’s comfort. 

Traction on the leg for the relief of painful 
conditions about the hip is usually best obtained 
by Buck’s extension with two adhesive strips 
extending up the thigh and a wooden spreader at 
the foot. The two traction strips should be fas- 
tened to the leg by long, narrow adhesive strips 
running diagonally around the leg, but not pass- 
ing over the patella. In cases with flexion de- 
formity at the hip, the angle cf flexion should 
be accompanied by putting the leg on an inclined 
plane and gradually lowering the incline as the 
pain and spasm cease. 

Traction on the knee is applied similarly to 
traction on the hip except that the adhesive is 
carried only up to the upper end of the tibia. 
Flexion deformity at the knee should be treated 
similarly to flexion deformity at the hip. 

Traction is used on the arm to obtain extension 
or abduction or both. Traction for injuries or 
diseases of the shoulder is best made with the 
forearm semiflexed and resting on an incline. In 
this position it can be made in the long axis of 
the pulley fixed at the side of the bed. Abduc- 
tion can be secured by traction with a spreader 
and folded towel instead of adhesive, the pulley 
being at the head of the bed. 

Traction on the forearm for disturbances at 
the elbow is rarely used since in practically all 
diseases and injuries of the elbow except frac- 
tured olecranon treatment or immobilization can 
be carried out best with the arm in flexion. 


Arthritis: Magnuson, P. B., J. Bone and Joint 
Surg., 1926, viii, 830. 


The type of arthritis discussed by Magnuson 
is that in which the joint is stiff after prolonged 
rest and the stiffness and pain are relieved by 
movement. The patient may be in apparently the 
best of health but when the examination is car- 
ried far enough it may be found that there is 
an absence of hydrochloric acid in the stomach, 
indican is present in the urine, and the bowel 
movements are not quite normal. 

One hundred representative cases were studied 
with regard to the uniformity of the findings. 
Pain was present in all of them. Most of the 
subjects ate meat at least once a day and some of 
them ate it two or three times a day. Many of 
them used cathartics more or less regularly. Ten- 
derness over the joints was present in all cases, 
and muscle spasm in advanced cases and those 
in which the condition was of some standing. 
The pain was usually relieved by heat. There 
was no fever or local heat. 

Thirty-five of the hundred patients had an ex- 
cess of indican in the urine. Of forty-six cases 
in which the uric acid content of the blood w s 
determined, an increase above 3.5 mgm. per 100 
c. em. was found in twenty-six (56 per cent). Of 
twenty-six cases in which an examination for 
urea was made, seven (34 per cent) showed an 
increase over what is considered a high normal 
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level of 23 mgm, per 190 c. cm. Of forty cases 
examined for non-protein nitrogen, twenty-three 
(57.5 per cent) showed an increase over the high 
normal of 35. 

The treatment advocated by Magnuson is simple 
and effective. All red meats are eliminated from 
the diet. Fish and chicken are allowed. No 
glandular foods, nuts, beans, peas, coffee or tea 
are permitted. The patient is told to take at 
least twelve glasses of water a day at definite 
times. The bowels are regulated so that two 
normal movements occur a day. Elimination is 
aided by the administration of atophan or cin 
cophen in 5 or 742 gr. doses three times a day. 

Patients who have had chronic backache for 
years have entirely recovered on this treatment 
alone. In one case in which the condition was 
diagnosed as tuberculosis of the knee it cleare.| 
up in six weeks. 

Magnuson is of the opinion that from 25 to 50 
per cent of arthritis is due to a high protein in- 
take and poor elimination. While it may be argue 
that any eliminative treatment will be beneficial, 
that arthritis is frequently a self-limiting d'‘sease, 
and that many patients get well in spite of whai 
is done for them, the symptoms are relieved so 
completely and quickly following the treatment 
described as to compel the conclusion that there 
is some relation between protein intake and joint 
irritation and pain. 





Bursitis. Cooperman, M. B.; N. York State J. M., 

1926, xxvi, 807. 

Co»operman described the manifestations of sub 
deltoid bursitis and reviews twelve cases of his 
own. From the pathological standpoint he distin- 
guishes four types of the condition: (1) acute 
exudative bursitis, (2) subacute adhesive subdel- 
toid, (3) chronic periarthritis of the shoulder, and 
(4) calcific tenosynovitis of the supraspinatus and 
infraspinatus without symtoms. 

In the treatment of subdeltoid bursitis, exper- 
ience has shown that conservative measures 
should supersede surgical procedures. Spontan- 
eous recovery occurs even in the calcific variety 
of the affection. The condition is benefited most 
by rest of the shoulder in the abducted pusition 
combined with diathermy. 
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THE MOST DEPENDABLE SYMPTOMS FOR 
MAKING A DIAGNOSIS OF EARLY CLIN- 
ICAL PULMONARY TUBERCULOSIS. 


F. M. POTTENGER 





The American Review of Tuberculosis, 
February, 1927. 

A correct early diagnosis is necessrry in pul- 
monary tuberculosis not only to give the patient 
the best possible chance to recover by putting 
him under treatment but to prevent carelessness 
and indiscretions on his part, due to confidence in 
a negative diagnosis, which may lead to serious 
future trouble; also to prevent unnecessary and 
sometimes serious disturbance of his customary 
routine and the incurring of unnecessary expense. 
Early diagnosis is extremely difficult both be- 
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cause the symptoms are often vague and sugges- 
tive of various other conditions and because there 
is no standard as to just what “constitutes suf- 
ficient evidence upon which to base a diagnosis of 
early clinical tuberculosis.” Since individuals 
vary widely in their reaction to stimuli, one show- 
ing many symptoms with very little manifest 
disease, another few symptoms and many physi- 
cal signs, each one must be considered separately 
as an individual. 

Symptoms may be divided into three groups: 
(1) those due to toxemia and caused by harmful 
stimulation of the nervous system such as ma- 
laise, lack of endurance, loss of weight and 
strength, increased pulse and fever; (2) those due 
to reflex causes such as hoarseness, flushing of 
the fact, lessened motion of the chest wall due to 
muscle spasm caused by motor reflex from the 
lung, and (3) symptems due to the process itself 
of hemoptysis, pleurisy, sputum and frequent 
chest colds. 

From a diagnostic standpoint hemoptysis, pleu- 
risy, sputum and the motor reflexes from the lung 
are the most important. A combination of symp- 
toms from the various groups is far more impor- 
tant than any one symptom by itself. Neither 
rales nor the X-ray can re safely relied upon to 
the exclusion of a careful study of the symptoms 
in each case. 


 ——E 


THE ONSET OF TUBERCULOSIS IN MAN 
LEON BERNARD 


The American Review of Tuberculosis, 
February, 1927. 

The term “onset” is here taken to mean rot 
the “so called early manifestations” in the adult 
which are merely an awakening of en old in- 
fection but the various phenomenon occuring at 
the establishment of a positive cutaneo.s reac- 
tion. This study of infants was made et the 
Laennec Hospital and Dispensary in Paris and 
that of older children on those protected from 
familial contagion and placed in healthy country 
homes. For the purpose of this study childhood 
was divided into 2 periods, the time up to three 
years during which the child’s contacts are li- 
mited largely to the home and the period after 
tinee years when it becomes increasingly impus- 
sible to fo'low all contacts. 

Of 124 tuberculous infants the mother wus 
found to be tuberculous in 95 cases (the father 
as well in 20 cases); in 20 cases the father alone, 
in 3 cases more distant relatives living in the 
home and in 6 a servant or nurse. Thus in every 
case a source of infection was found. The fact 
that this is true with the infants of healthy 
mothers seems to rule out the possibility of in- 
herited or transplacental infection. Of 30 child- 
ren from 3 to 15 years old with a neg:t ve reac- 
tion which became positive while the child was 
under observation it was possible to trace the 
source of infection in 4 cases only. Of 300 child- 
ren with negative reactions placed in healthy 
country homes, 5 developed a positive reaction 
after a long enough period to rule out previous 
family infection and in no case was it possible 
to definitely determine the source of contag‘on. 

At the Laennec Hospital infants are admitted 
and separated at once from the tuberculous moth- 
er or father—the latter being cared for in other 
wards. This complete break in contact gives 
opportunity to study the effects of such contact 


and to observe the establishment of a positive 
cutaneous reaction with the actual onset of 4Jis 
ease in many cases. It was found that infect’o 
depends upon the number of bacilli th own off 
by the contact patient, the initmacy and the dur 
ation of the contact (only rarely does infectio 
take plece after a brief contact or fail to occur 
after one of six months or more), and th 
of the child—the younger the infant the shorter 
time and fewer bacilli required to infect it 

By separating these children from all known 
sources of infection it was possible to study 
the incubation or anti-allergic period of the dis- 
ease as well as the onset or first signs of the 
presence of the bacilli as shown by the cutirea 
tion. The anti-allergic period varies from a few 
days to a few months, 3 to 5 weeks being the 
average time elapsing from the time of infection 
to the appearance of a positive skin reaction 
This perioe is inversely proportional to the abun 
dance of the infecting bacilli and to the severity 
of the infection. The shorter this period the mors 
severe the infection—the longer the period the 
greater the chances of an arrestment It end 
with the appearance of a cutireaction usually ac 
companied by a few unobtrusive symptoms; witl 
the first appearance of a positive reaction there 
may be either a small loss of weight or a short 
period of stationary weight, a slight intestinal 
disturbance and a slight rise of temperature for 
a few days— very rarely a slight cough and ir 
a few cases a few rales in the chest. The X-ra 
will occasionally give important informat‘on to 
one experienced in its use. These signs and symp 
toms are much the same regardless of the age of 
the child. At times the onset takes the form of 
an acute bronpneumonia appearing at the same 
time as the positive skin reaction; t usually 
clears up within a month. Of course in many 
cases the disease is not arrested and the first 
attack goes on to death. 

One of three things happens to t 
(1) apparent recovery from the first attack fol 
lowed by repeated acute attacks, sometimes “be 
nign”, sometimes fatal; (2) complete arrestment 
of the first attack with an insidious process stil! 
going on in the organism and shown by very 
slight alterations of health; (3) complete latency 
of the proces whose presence is shown only by a 
positive skin reaction. 

Repeated skin tests will enable the physici: 
to make an early diagnosis which with proper 
treatment and preventing fuither infection ma 
change the course of the disease markedly. Pro 
phylaxis and prevention of contact or separation 
after contact it has been discovered give the child 
its best chance in the fight against tuberculosis. 

The greatest advance in the treatment of tu 
berculosis in recent years has been ‘n the field of 
collapse therapy. This method of treatment de 
pendent as it is on aseptic surgery and the X-ray 
has progressed along with surgical and roentgeno 
logical technique. It remains today the only real 
advance in the treatment of tuberculosis made ir 
the past 25 years. While the best results wit! 
the rest cure are practically limited to the incipi 
artificial pneumothorax offers grest 


re 


ese children: 


T 


ent cases, 
hope of cure or at least restoration to a consi 

erable cegree, to a great number of patients for 
merly considered hopeless. Its scope has beer 
greatly enlarged in recent years and many cases 
formerly considered unsuitable are now being su 

cessfully treated by this method. In many cases 
suitable for collapse but in which it is prevented 
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by large pleural adhesions extrapleural thoraco- 
plasty is today successfully used. Surgical collapse 
requires closest cooperation between the physician 
and the surgeon and ever more, the complete co- 
operation of the patient. Causing as it does a 
permanent collapse it can in no way take the 
place of artificial pneumothorax which in a large 
number of cases allows the d‘seaved lung to be re 
stored to action. Although the indications for 
phrenicotomy are limited to lesions in the regi n 
of the diaphragm it may be very useful in suit 
able cases and is also useful in combination with 
artificial pneumothorax nd with thoracoplasty. 
The technique of artificial pneumothorax has im 
proved to such a point that the dangers of gas 
embolism have almost disappeared—fluid exud- 
ates are no longer regarded as serious obstacles 
and oleo-thorax—the substituting of paraffine oil 
with a mild antiseptic for the purulent effusion 
is proving to be very valuable. Perforation of the 
collapsed lung can often be treated by a thoraco- 
plastic operation if done early enough. The de- 
velopment of contralateral lesions remains the 
most frequent obstacle to successful artificial 
pneumothorax; combined with prolonged ber-rest 
however, and with double pneumothorax in some 
cases, many of these patients do surprisingly well. 
In spite of its many advantages collapse therapy 
remains a mechanical treatment and is in no way 
a specific for tuberculosis which will not be com- 
pletely conquered until some such agent is found. 

Much work is being done with chemo-therapy 


and a great deal is expected from it. Artificial 
pneumothorax giving as it does opportunity to 
study the way tuberculosis heals will be of great 
use in pathological and immunological investiga- 


tion. 
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RESULTS OF ARTIFICIAL PNEUMOTHORAX 
IN PULMONARY TUBERCULOSIS 


Edouard Rist 


American Review of Tuberculosis 
March, 1927. 


It is very difficult to gage the extent of bene 
fit from artificial pneumothorax or its results 
both because of the difficulty in clessifying the 
cases in order to study those of the same type and 
of the difficulty of obtaining a similiar group of 
control cases. Every physician has his own me- 
thod of choosing cases, however, even though he 
use official terms, and those c*ses selected b 
him but refusing treatment form a satisfactory 
control group if carefully followed up. Patients 
on whom artificial pneumothorax has failed be- 
cause of adhesions also form a control group, al- 
though the presence of extensive adhesions may 
go with a tendency to marked fibrosis in the 
diseased lung; also these patients, having con- 
sented to pneumothorax and being disappointed 


by its failure are more inclined to rest and care 
for themselves than are those refusing treat- 
ment because of lack of intelligence or weak will 
and thus are not quite so available for compari- 
son as is the refusal group. 
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This study was made on ward and dispensary 
patients from November, 1912, to January, 1926. 
All the cases treated are included—the resu'ts are 
somewhat effected by the necessary changing of 
interns and assistants, also by the e-onomic con- 
dition of the patients which forced many of them 
back to work too early and more by the War 
which interrupted the study greatly. 

One thousand and nine cases were treated but 
all the exceptional and non-tuberculovs cases aie 
left out of this study leaving 759 cases of chronic, 
unilateral tuberculosis treated by artificial pneu- 
mothorax. Ail had bacilli in the sputum and 
nearly all had cavities by X-ray. Of these 387 
were clinically well at the close of the study 
51 refills had been discontinued and 336 were 
still under treatment. The latter group is large 
because many patients, being well, prefer to keep 
the diseased lung collapsed, of th’s group all are 
cough and expectoration free end their occasional 
sputum is bacilli free; the majority work and earn 
their living. There ere records of two cases hav- 
ing a relapse in the treated lung after a long in- 
terval of apparent health and of four other pa- 
tients developing contra-lateral disease 2 of 
whom died; the other two being still under treat 
ment with contra-lateral collapse. 

Of the 372 unsuccessful cases the condition «f 
33 was unchanged; 99 developed contra-lateral 
lesions and 240 died. The first group contains 
those cases which failed to derive any benefit 
from the treatment; some of these would be bene- 
fited by a thoracoplasty. The second group, those 
developing contra-lateral lesions, is constantly 
shifting this condition is responsible for the 
most failures of artificial pneumothorax and for 
75 per cent of the deaths in this series. Of th’‘s 
group 99 cases are still living and 179 are dead 
making 278 such cases. About 50 per cent of the 
contra-lateral lesions occur during the first six 
months of treatment, the more time elapsing since 
the beginning of treatment, the safer the con- 
tra-lateral lung. The patient developing this 
complication is now put on absolute rest and the 
treatment of the primarily affected side con- 
tinued, or if this collapse has lasted long enough 
it is discontinued and the newly involved lung 
collapsed; in some cases a bilateral collapse is 
attempted. Such methods save many of these 
patients who formerly died. 

Of the 94 patients (followed up) wh-se treat- 
ment failed because of pleural adhesions, 8 are 
able to work, 33 are unchanged or worse and liv 
ing in institutions and 51 are dead. 

Of the patients refusing treatment only 74 
have kept in touch with the dispensary—of these 
13 are unchanged, 22 are worse and 39 are dead 

Thus the mortality of the treated cases is 305 
per cent compared with a mortality of 53 to 54 
per cent of the untreated. While 6.5 per cent 
of the pneumothorax patients are healed anato- 
mically as well as functionally, none of the un- 
treated are in this class and we have a total of 
52 per cent of the treated patients living a nor- 
mal life against 0 per cent among the refusals. 
Of those whose adhesions made treatment im- 
possible only 8 per cent are able to work 

Doubtless better results will be obtained with 
the perfecting of the technique of artificial pneu- 
mothorax and its earlier use. Development of 
social service with closer control of the patients 
will also improve results by careing for many 
more efficiently and preventing too early return 
to work. 
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SOME RELATIONS OF VITIATED AIR AND 
INADEQUATE FEEDING OF EXPERI 
MENTAL TUBERCULOSIS 
Henry fewall, with M. B. Lurie, Isidore Stoifer, 
Rose Silver and C. T. Woo 
American Review of Tuberculosis 
March, 1927 


After an extensive study carefully controlled 
on numbers of guinea pigs exposed to highly vi 
tiated air and at the same time either exposed 
to other animals infected with tuberculosis or 
themselves experimentally inoculated with the di 
sease it was found that: in normal guinea pig 
acquirement of tuberculosis by contagion depends 
upon the duration and intensity of the exposure 
and that exposure of vitiated air either had no 
effect on their liability to contract tuberculosis 
or was slightly protective in comparison with the 
susceptibility of control animals; in guinea pigs 
living in vitiated air early in the course of in 
duced tuberculosis there were more tubercles 
found in the lungs than in any other organs: these 
animals also exhibited a slightly increased re 
sistance to later development of experimental tu 
berculosis in comparison with the control group 
living in normal air. 

Another group of guinea pigs studied to dis 
cover the effect of a vitamine deficient ciet 
showed that these animals were no more liable 
to contract tuberculosis by association with in- 
fected animals than were the well fed guinea p'gs 
under similar conditions. Contagion among these 
animals was proportional to the intimacy and 
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THE USE OF VACCINES AND SERA IN 
COMMUNICABLE DISEASES 


Clock, Ralph Oakley 


Annals of Clinical Medicine, 5: 543-561 
December, 1926. 

The author has summarized the practical value 
of the sera, and vaccines as curative and thera- 
peutic agents. 

The sera are of value principally as therapeu 
tic and curative agents. The vaccines, toxins, and 
toxin-antitoxins are primarily useful as protec 
tive agents. The use of these products in the 
different diseases follows: 

Diphtheria—The universal use of diphtheria an 
titoxin is well known. It should be used early in 
the diphtheria to control the course of the disease. 
The universal use of diphtheria toxin-antitoxin 
for immunity of children of pre-school and school 
age is strongly recommended. It would practic- 
ally eliminate the disease. 

Epidemic Meningitis—The introduction of an 
ti-meningitis serum has lowered the general mor 
tality of epidemic meningitis te about thirty per 
cent. The serum should be used early in the di 
sease, and injected directly into the spinal canal 
or into the ventricles of the brain in order to come 
in direct contact with the organisms. The spinal 
canal can be reached readily by puncture between 
the third and fourth lumbar vertebrae, and the 
ventricles may be readily reached through the 
open fontanelle in young children. The dose cf 
serum should be as large as safe, and injected at 
frequent intervals, continuing the treatment until 


all bacteria have disappeared in the spinal fluid, 
even after the patient has improved. 


Measles—The use of convalescent serum may 
prevent measles, modify the attack, or have no 
effect in children that have been exposed to the 
disease. It has been of particular value in pre 
venting serious epidemics of measles in institu 
tions. 

Pneumonia—The type pneumococcus serum 
hould be used as early as possible, intravenously 
in doses of 100 c. c. at eight hour intervals until 
marked improvement in all cases of Type 1 pneu 
monia. 

The prophylactic vaccination against pneumonia 
is indicated and useful for persons who are very 
susceptable to the disease, as indicated by re 
peated attack and for large groups of people 
living together unde: 
cruits In war camps, et 


abnormal conditions, as re 


Rabies—In known or suspected exposure to ra 
bies, the safest procedure is to begin anti-rabic 


treatment at once. Do not wait for positive diag 
nosis in animal The simple vaccination consists 
of the repeated injections of a killed virus. The 
killed virus ha many advantages over the old 
Pasteur treatment. It is safer, more readily ap 


plied, and gives a better, and more rapid prote: 
tion 

Scarlet Fever—Anti-toxin treatment for Scar 
let fever has definitely been accepted “The rash 
in scarlet fever indicates the necessity for anti 
toxin treatment, while the extent of sepsis is the 
guide to the amount of anti-toxin needed. The 
smallest or basic therapeutic dose should be an 
amount that will neutralize 600,000 skin use doses 


of toxin. Treatment should cause within twelve 
to eighteen hours a marked subjective improve 
ment, critical fall of temperature and pulse and 
fading of the rash.” “The best dosage of scarlet 
fever toxin for immunization has not yet bee 


definitely established.” “The use of sc_rlet fever 
unti-toxin for prophylaxis is not advised except in 
unusual circumstances, because; (a) The immun- 
ity at best is only two or three weeks duration; 
(b) The incidence of infection after is only about 
twenty per cent; (c) Where infection is expected, 
the disease can be cured on the first day by an 
ti-toxin treatment.” 

Smallpox—The puncture method, using glycer 
inated virus, is the safest and best for small pox 
vaccinatio! 


Tetanus—The subcutaneous injection of 1500 
units of tetanus antitoxin as a prophylactic for 
tetanus is safe and reliable. The antitoxin should 


be warmed to body temperature, injected slowly 
preferably in the interscapular region 


Typhoid Fever—“Vaccination against typhoid 
fever is now a procedure of established worth, 
for there is no question of its power to prevent 
infection. The duration of immunity is difficult 
to establish, but it seems to be at least two years 
Much depends on the amount of exposure. The 
protection is not absolute, but while some cases 
do occur among vaccinated, the number is small.” 
The method of vaccinating has been improved 
somewhat. Instead of the three standard doses, 
given at ten day intervals, it is better to give 
the standard amount of typhoid vaccine divided 
into five equal doses and administered at inter 
vals of three days. A greater degree of im- 
munity is established and the reactions are mini- 
mized or eliminated. 
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Pertussis—The glycerol vaccine is of value as 
a helpful therapeutic agent in whooping cough. 
It lessens the severity of the paroxysms, dimin- 
ishes the vomiting and shortens the duration of 
the disease. The injection of serum or antitoxin 
may be followed by a reaction due to the protein 
contained in the serum and has no relation to 
the therapeutic value of the serum. These re- 
actions may be of three types: 

1— Serum sickness. The symptoms of serum 
sickness appear from eight to twelve days after 
the injection in about sixty per cent of the cases. 
The symptoms are an urticurial eruption, edema, 
enlarged lymph nodes, rise in temperature, and 
pain in the joints. The condition is annoying 
but not dangerous, and requires only symptoma- 
tic treatment. 

2—Thermal reaction. In about 40 per cent of 
y be a chill and rise in tem- 
y or within an hour after the 


the cases, there ma 
perature immediate] 


injection. These reactions are not seri us and 
usually require no special treatment. 
3—Anaphyloctoid reactions. Fortunately these 
are rare. About one in every 20,000 primary in 
jections of serum is followed within a few min 
utes by serious symptoms of rapid, feeble pulse 
and a feeling of suffocation. Asthma and hay 


fever patients are more apt to develop such symp- 
toms, and care should be exercised in administer 
ing serum to such patients. The symptoms are 
best treated by the prompt injection of 1 c. c. of 
a 1:1000 solution of epinephrine hydrochloride 
and 1:1000 grain of atropine sulphate. The dose 
may be repeated if the symptoms are not relieved 
at once. 

Second injection; about one in every 70,000 per- 
suns injected may die from shock. These occur 
perhaps wholly in cases of status lymphaticus, 
and have resulted from the first injections of 
serum rendering the person hypersensitive to 
serum. “The fear of repeating a serum injection 
because of having sensitized the patient is pra 
tically groundless, for there need be no fear of 
giving a second intramuscular or subcutaneous 


injection to any person who has not suffered se- 
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verely from the first injection.” Persons that 
give a history of asthma, hay fever, or a pre 
vious injection of serum may be tested for hy- 
rersensitiveness by the eye test or the subcutan- 
cus injection of a very small amount of serura. 
Ilypersensitive persons may be desensitized or 
their tolerance increased by fractional adminis- 
tration of serum in doses of 0.1 c. c. subcutane 
eusly increasing the dose by 0.1 c. c. every fif 
teen minutes. 
ih cians 
RECENT ADVANCES IN THE TR 
OF PULMONARY TUBERCU 


EATMENT 
I S 


OSI 


Edouard Rist 
American Review of Tuberculosis 
March, 1927 

In the past 25 years the life work of the tuber- 
culosis specialist has changed from a more or less 
helpless effort to afford his patient a painless 
death to a conscious and frequently successful 
effort to cure him. Twenty-five years ago treat- 
ment of tuberculosis was practically confined to 
the rest and air cure; tuberculin, initiated by 
Koch was being used; chemotherapy was unsuc- 
cessful and collapse therapy almost unheard of. 

The rest cure was almost perfect 25 years ago 
and few changes have been made in it in that 
time. More patients are benefited by it today, 
however, because of improved methods of diag- 
nosis, more complete understanding of the patho- 
logy of tuberculosis and the greater number cf 
beds yearly available in nearly every country. It 
was and still is the foundation of any treatment 
for tuberculosis. Tuberculin treatment has not 
stood the test and today is scarcely ever used. 
In spite of much work in the field of chemother- 
apy no substance has been found as yet which is 
comparable in any way in its effect on tubercu 
lesis to that of Salvarsan on syhpilis. 








The following applicants passed. 





REPORT OF EXAMINATION FOR LICENSES TO PRACTICE MEDICINE 


OKLAHOMA STATE BOARD OF MEDICAL EXAMINERS 


Examination held at State Capitol, Oklahoma City, March 8th and 9th, 192 


Year 
Name of Piace of Birth 
Birth 

Anderson, Edwin Rudolf 1899 Montevido, Minn 
Dodd, BKdward 1877 Cincinnati, la 
Fite, Edward Halsell 1898 Muskogee, Okla 
Fox Laurence Patrick 189 McConnelsville, ¢ 
Mill Newton Webster 1890 Grafton, Mis 
Odell, Simeon erry 1857 Fordesville, K 
Poynor, Erton Edwin 1881 Berryville, Ark 
Rewert Fred Carl 1893 Leoti, Kan 
Showmatr Winfred Aaror 189 DeSota, Mo 
Spre ‘ Osca Wayn 1872 Nokomis, Ill 
Stidham, John Henry 1877 Carrolton, Ga 
MeNitt, Harry Arnold Hull 1902 Washington, 1. ¢ 
Price, Chas. Thomas 1872 Springfield, Mo 
Davis, Thos. Hugh, J: 1899 Pomeroy, Ohio 
Lile, Luther Mace 1894 Arkansas 
White, Oscar 1893 Lexington, Okla 
Miller, Oscar Hinton 1896 Wellington, Tex 
Fulton, Lee Williams 1882 New Berlin, Ill 





Year Of tiome Address or 


School of 
Gradua- 





Graduation tion Previous Location 
Univ. of Mint 1926 Tulsa, Okla 
Keokuk Med. Col 19023 Cairo, Neb 
Univ. of Virginia 1924 Muskogee, Okla 

i Virginia Univ 191% Tulsa, Okla 
Univ of Tenn 1925 Seminole, Okla 
Tulana Med. Col 1888 Ardmore, Okla 
Ark. Med. Col 1904 Stilwell, Okla 
Kansas Univ 1924 Bartlesville, Okla 
Washington Univ 1921 Tulsa, Okla 
Rarnes Med. Col 1903 Sulphur, Okla 
I’. & S., Little Rock 1910 Shawnee, Okla 

* Geo Wash Univ 1925 El Reno, Okla 
St. L. Col. P: & S 1912 Lone Oak, Tex 
Cincinnati Univ 1924 Tulsa, Okla 
Univ. of Tenn 1916 Hope, Ark 
Northwestern Med 1924 Oklahoma City, 
Baylor Med Col 1920 Ada, Okla 


St. L. Univ. Med 1906 Beges, Okla 
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OFFICERS OKLAHOMA STATE 





CHAIRMAN OF 


Eye, Ear, Nose and Throat. Chat: 


ink R. Vieregg Medik 


Obstetrics and Pediatrics. 


Genito-U rinary, 





COUNCILORS AND THEIR COUNTIES 


Id, Noble and Kay 


Seminole and McClain 


Caddo, Grady, Commanche, Steph 


Byran, Choctaw, 





Washington, Tul 


and Instruction of the Public, - 


Medical Education. 


Cancer Study and Control. 
City, Chairman; 





Venereal Disease Control. Dr. M. S. Gregory 
Oklahoma City, Chairman; Dr. W. L. Kendall, Enid 
br. J. C. Hawkir Blackwell 

Conservation of Vision. Dr. E. 8S. Ferguson, Ok- 
lahom (ity Chairmar Dr dD. W W hite Tulsa 
1) H. T. Ballantine, Muskogee 


Tuberculosis Study and Centrol. Dr. L. J. Moor- 
man, Oklahoma City, Chairman: D E. E. Darnell, 
Clinto D H. T. Price, Tulsa 

Scientific and Educational Exhibits. Dr. 8S. E 
Mitchell, Muskogee, Chairmar Dr. F. B. Fite, Mus 
Koes ly Fred B. Gl Tulsa 

Necrology. LD 4. L. Stock Muskogee, Chair 
man; bD L. A. Hahn, Guthrie LD cC. W. Heitz 
mat Muskogee 


Revision Committee. Dr. W. H. Bailey, Oklahoma 
: © } 


‘ \ Chatrmu D> rH. File er, Edmond; Dr 

o. | Templit Aly D G. S. Baxter, Shawnee 
Dr. F. EB. Sadler Henryetta; Dr. C. J. Fishman, Ok 
homa City 


Committee on Expert Witnessing. Dr D W 
riffir Norman, Cl rman; Dr. F. M. Adams, Vin 
\ Db. Young Oklahoma City 


Committee on Contract and Industrial Practice. 
‘red 8S. Clinton, Tulsa, Chairman; Dr. Curt von 
Wi O) hon (it 1») i Lb. Rowland, Shaw 


Medical Defense. DD L. S. Willour, Chali man 

este b> ] I Nesbitt, Palace Bide Tulsa 
» J. H. White, Surety Bidg., Muskogee; Dr. C. A 
Thompsor Barne Bide Muskogee; Dr. Ralph V 


STATE BOARD OF MEDICAL EXAMINERS 


Dr. H. C. Weber, Burtiesville, President; Dr. Har- 
per Wright, Grandfield, Vice l’resident; Dr. James 
M. Byrum, Shawnee, Secretary; Dr. William P. Fite, 
Muskogee; Dr. William T. Ray, Gould; Dr. D. W 
Miller, Blackwell; Dr. L. E. Emanuel, Chickasha 





Mex or econd Tuesday and Wednes- 
day in April, July and October. Oklaho- 
ma ©l address communications concern 
ing 5S exuminations, reciprocity, etc., to 
the Jou to Dr. C. A. Thompson, Secretary, 
but to Byrum, Shawnee, Secretary of the 
Board 

The applicant for license, either by examination 
or ‘ procity shall be a graduate of a medical 


eUu sg 
school, the requirements of which for graduation 
shall have been, at the time of graduation, in mn 
particular less hun those prescribed by the Asso 
lution of American Medical Colleges for that par 
ticular yea 





Recipre | relations have been established with 
Missouri, Colorado, New Jersey California and 
Loulsiana, on basis of examination only, Arkansas, 
Georgia, Indiana, lowa, Kansa Kentucky, Michi- 
g Mississippi, Nebraska, Nevada, New Mexico 
North Carolina, Ohio, Tennessee, Texas, Vermont 
Virginia Washinetor Wisconsin West Virginia 
on basis of a diploma and a license without exami 
nation in case the diploma and the license were 
issued prior to June 12, 1908 


CLASSIFIED ADVERTISEMENTS 

Wanted—Physician wants to buy large con- 
tract mining or unopposed practice. In the states 
of Oklahoma or Arkansas. Will consider nothing 
but a first-class proposition——H. W., care Okla- 
homa State Medical Jr., Muskogee, Okla. 


SITUATIONS WANTED Salaried Appoint- 
ments for Class A Physicians in all branches of 
the Medical Profession. Let us put you in touch 
with the best man for your opening. Our nation- 
wide connections enable us to give superior ser- 
vice. Aznoe’s National Physicians’ Exchange, 30 
North Michigan, Chicago. Established 1896. 
Member The Chicago Association of Commerce. 
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Additional Personal and General | [ ” | 
eens : | || “UNIVERSAL” SPECTRO-SUN | 


DR. A. T. DODSON, Hobart, has been named The Easiest Ultra Violet Lamp To Use 


health officer for Kiowa County. 
r SUPREME 
DR. R. E. THACKER, Lexington, attended the | 225.00 
meeting of the Physioterapists in Kansas City, 


April 9-10. = \ SAFETY--- 


GARVIN COUNTY MEDICAL’ SOCIETY, , Maximum Germicidal and 
meeting March 16, at Pauls Valley, enjoyed a Biologic reactions with- 


banquet, after which Dr. D. D. Paulus, Oklahoma CARBON out injuring normal tissue 
City, read a paper on Diabetes. ARC 


DR. W. H. SISLER, Tulsa, announces the es- , 
tab] nt f ; ital which will be devoted % i Simultaneous use of Ultra 
nee CS ROSH —_— = * ' Violet, Radiant Light and 


to the care and treatment of bone and joint dis Infra-Red rays gives deeper 
eases The building will be a three-story, fire- penetration and greater | 


rool structure. clinical efficiency 
‘ ENTIRELY 
STPEHENS COUNTY MEDICAL SOCIETY AUTOMATIC DOSACE--- 


entertained the Dentists of the county in March. 
Drs. F. H. Nowlin, Oklahoma City, and P. B. ay ae 

ar , . s jects - snes or the Tirst time in fhis- 
Hall, Mar low ’ spoke on me, ubje cts of interest to tory standardized Ulira 
physicians and dentists jointly. Violet dosage is possible. 


; ee WRITE FOR LITERATURE 
Dr. Daniel White Dr. Peter Cope White : ; : 

DRS. WHITE & WHITE FREE CLINICAL DEMONSTRATION in your office | 

Limited to Treatment of Diseass PAUL E. JOHNSON, Inc. | 

ee ee 1824-30 S. ALBERT ST. CHICAG®O 

Eye, Ear, Nose and Throat | a J 

307-13 Roberts Building Tulsa, Okla. 








COMPLETE IN 

















DR. W. P. LONGMIRE rG * ‘ 
en, : Break 


Surgery and Gynecology 


OFFICE: J As oe eg Baby’s 


9 East Dewey Ave. 


Harmful 
Habit 


Sapulpa, Oklahoma 


DR. J. M. BYRUM 
General Surgery and Gynecology 
Hospital and Laboratory Facilities 


Shawnee, Oklahoma f AWS il 
aon 
Ax, ’ 
DR. ALONZO P. GEARHEART ) Es 2A BOWER’S 
Sea) KANT-FaYL 
La ’ \Y ANTI-FINGER 
SUCKER 


“Ag 


General and Orthopedic Surgery 


101 Masonic Temple Bldg. 
Wichita, Kansas 














‘BAPTIST HOSPITAL AND SANITARUM one sas 


STATE CHARTERED ing and nail biting. It is easily adjusted and 
will not interfere with Baby's normal activities. 
° ‘ Made of a white, washable fabric it ix always 
Par om min clean and attractive. 
Ope o ethic Price Ver Set $3.00 

For further information write for descriptive 

Reasonable Rates. Physician in Charge. ee, -_ — 

sar ae Ghanian tite Tanne fee te. SOUTHWEST SURGICAL SUPPLY CO. 
Address: 900 Chambers Bldg, Kansas City, Mo 1110 McGee St. Box 995 Kansas City, Mo. 


A modern up-to-date quiet 
Sanitarium nd Home, for the 
ment of the Old nd Enfeebled 
selective Mental cas idmitted 
physicians 


ind we 





























